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HEMORRHAGE: ACCIDENTAL, INEVIT- 
ABLE, POSTPARTUM.* 


By Rosert L. De NorMAnpig, M.D., F.A.C.S., Boston. 


Or the varied types of hemorrhage to which 
the pregnant woman is liable, there are three 
which I wish to speak about tonight. The cause 
of the first two, we have no control over; the 
other one is caused usually by some error of the 
attending physician. The types of hemorrhage 
I refer to are the so-called accidental, the in- 
evitable and the post-partum, anyone of which, 


Premature separation of a normally implanted 
placenta is an entirely adequate description of 
what oceurs, but it is not concise. 

Disease of the decidua or of the placenta, sud- 
den shock, nephritis, or a toxemia have all been 
given as causes of this emergency. Possible 
mechanical causes, such as pulling off of the 
placenta by a short cord and separation of the 
placenta by sudden lessening of the size of the 
uterine cavity, I shall not consider. 

There are two definite types of this condition | 
characterized by the presence or absence of ex- 
ternal bleeding. The first bleeding in this con- 
dition is always internal, concealed at the 
placental site—in other words, retroplacental. 


As the bleeding continues, the blood works its 


when severe, or even when slight and improp- way downward between the chorion and the 


erly managed, may jeopardize the woman’s life 
m a very short time. 

A large percentage of the laity do not regard 
as serious a slight show of blood from the vagina 
during pregnancy, and I have begun to feel that 
not a few physicians hold a similar view. Until 
the laity is educated to the fact that bleeding 
during pregnancy is abnormal and calls for im- 
mediate and careful diagnosis as to its cause, 
until all physicians take this definite stand and 
act accordingly, we shall have a large mortality, 
some of which is nothing short of criminal, some 
of which, however, will always be unavoidable, 
even with the most expert medical care. 

The causes of accidental hemorrhage are not 
thoroughly understood. In a way, the phrase 
“accidental hemorrhage’ is unfortunate, for 


in only a small percentage of cases is an ac- pain depends entirely upon the suddenness and 


cident, trauma, responsible for this condition. eompleteness of the separation and whether the 
* Read before the Springfield Medical Association, April 30, 1917. 


uterus and appears at the vulva. Therefore, an 
external show of blood when this condition is 
present, usually is an indication of much blood 
within the uterus. Not infrequently only a 
blood stained serum appears and this must al- 
ways be regarded with suspicion and fear. The 
two types merge into one another and I would 
not lead you to infer that one may always dis- 
tinguish the two. 

The signs and symptoms in this condition are 
definite and usually very marked. To me, the one 
symptom suggestive of this condition is abdom- 
inal pain, sudden in onset, usually steady, se- 
vere in character, often excruciating, In a 
woman usually in the last two months of preg- 


‘nancy. The pain is not infrequently localized 
‘over the placental site. The severity of the 


hemorrhage is entirely internal or not. The 


| 
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second chief sign is a change from normal of 
the feel of the uterus on palpation. This 
causes definite pain. Not infrequently com- 
bined with this is an alteration of the shape 
and size of the uterus. These two latter signs 
depend entirely upon the amount of internal 
concealed: hemorrhage which has taken place. 
The change in the feel of the uterus is very 
marked; it is hard, board-like; the normal, soft 
feel, if labor has not begun, is absent, the nor- 
mal alternate contraction and relaxation, if la- 
bor has begun, is absent. Hemorrhage is most 
variable, depending, as I have already sug- 
gested, upon the type the case under consider- 
ation is best classified under. Remember, it 
may be absent entirely or only a very slight 
amount of blood-stained serum may appear. 

The fetal heart shows marked alteration and 
in severe cases is lost entirely, for the fetus nec- 
essarily dies. The patient’s pallor oftentimes 
is striking, in marked contrast to the amount of 
external bleeding that may be present. The 
pulse at the onset is only slightly elevated, 
usually under one hundred, the volume is small 
and the blood pressure is not always altered. 
Do not be deceived by the pulse, for even though 
the rate be slow, the moment any operative work 
is attempted, it at once goes to pieces. 

Vaginal examination gives a normal lower 
uterine segment. The longer the duration of 
the bleeding, the more marked are the signs of 
the acute anaemia, and if the bleeding be chief- 
ly internal the prostration of the patient is en- 
tirely out of proportion to the blood seen. 

The diagnosis of this condition is not difficult, 
provided the condition is in mind. The sudden 
pain, the alteration of the feel and size of the 
uterus, the pain on palpation, the pallor, the 
prostration, the normal lower uterine segment, 
all point to the one condition. 

In the differential diagnosis, placenta praevia 
is the one condition usually mixed up with it, 
but the only reason for the mistake is that the 
first condition is not considered. There are 
other conditions which might be considered in 
the differential diagnosis, but if the signs and 
symptoms as I have given them of this condition 
are carefully kept in mind, the diagnosis should 
not be confounded. 

The prognosis of this very grave obstetric 
emergency depends entirely upon the correct 
diagnosis being made at once, and efficient and 
correct treatment immediately begun. 

The treatment, without a question, is to empty 
the uterus with all possible speed with due re- 
gard to the patient’s soft parts. The patient 
may be a multigravida or a primigravida, or 
she may be in labor. The os uteri may be di- 
lated or readily dilatable or the cervix may not 
be taken up at all; all of these points must be 
determined and the proper treatment settled. 

What is the proper treatment? There can be 
no one set treatment for this condition. There 
are too many variable factors. If the patient 


be a multipara with a soft cervix, completion of 
the dilatation with version and extraction will 
be the operation of election. If the patient be a 
primipara with rigid soft parts, such an opera- 
tion,— an accouchement forcé,—a delivery by 
force, is, I believe, the worst possible treatment. 
Such a patient should have a Caesarean section, 
even if the baby is dead. In a few cases, es. 
pecially in primiparous women who are in labor 
and the cervix is thinned, rupture of the mem- 
branes, insertion of a Voorhees bag, and minute 
doses of pituitrin will quickly bring about full 
dilatation, so the uterus can be emptied. When 
a case is managed this way, the uterus must be 
watched constantly,—its size, its action and its 
feel all will go to show whether the case is pro- 
gressing favorably or not. The moment the bag 
passes the cervix, delivery should be completed 
as rapidly as possible. Again, in a similar case, 
a version with a slow extraction, a Braxton 
Hicks, is permissible, but the criticism of using 
either of these methods is that ‘one never can 
be certain how much bleeding is going on with- 
in the uterus. If either of these methods is 
used, then firm counter pressure over the fun- 
dus and sides of the uterus must be insisted 
upon and this can be obtained by a Skultetus 
bandage, or by firm and constant pressure by 
assistants. 

I have as yet had no experience with the use 
of a tight vaginal pack in these cases. The Dub- 
lin school favors this method, but in none of the 
eases of this condition that I have met have I 
felt justified in using it. 

From the cases I have seen, the one essential 
element in whatever treatment is decided upon 
is time. The sooner treatment is begun the bet- 
ter will be the result. A delay of a few hours, 
minutes even, will materially alter the prognosis 
of any case. If you make a diagnosis of a sep- 
aration of a normally implanted placenta, then 
you must empty that uterus at once. How best 
that is to be done I have already suggested. I 
am confident that much better results would 
come if more Caesarean sections were done 
early. It is true that many observers have 
noted that the uterus acts badly after this oper- 
ation and have by necessity been forced to do 
a hysterectomy on account of bleeding, but some 
of these observers have waited several hours 
before operating after the. diagnosis was clear. 
Once the diagnosis is made, speed in checking 
the hemorrhage is essential and in all cases 
where the soft parts are not readily dilatable, 
then Caesarean section, I am confident, is the 
operation of election. 

Two cases will show you clearly my conten- 
tions : 


The first, a ix-para, was admitted one evening to 
the Boston Lying-in Hospital, at 9.45, without any 
intelligent history obtainable, as she spoke no Eng- 
lish. A physician sent her to the hospital with the 
On entrance she had 
with slight 


diagnosis of placenta praevia. 
a pulse of 92, temperature of 97.4°, 


| 
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and as she came back to bed she was seized with 
sudden sharp pain in the left lower jin She 


bloody vaginal discharge. Her skin was dry, and 
the pallor was marked. Blood pressure, 160. The’ 
uterus, on inspection, showed a full-termed uterus. 


by the house officer showed the cervix to be rigid, 


the os dilated two inches, and no placenta felt. A. 
bloody show was present. During the examination, | 


her pulse went to pieces completely. She was stimu- 
lated, and given subpectorally salt solution. Her 
pulse came back and then was counted at 128. I 
had been notified that the patient was in the hos- 
pital and saw her about quarter past ten. My find- 
ings were the same as my house officer’s. Her pal- 
lor was extreme, and she unquestionably was in 
the gravest condition. Her blood pressure at this 
time had dropped to 100. I felt that no matter what 
I did she would die, but that the safest way was to 
dilate her by vagina and deliver as quickly as the 
soft parts would allow. I hoped for an easy dilata- 
tion, as she was a multipara. Preparations for de- 
livery were completed, and I passed two fingers 
through the cervix and obtained a foot. The mem- 
branes ruptured and a quantity of blood and blood- 
stained amniotic fluid came away. The cervix 
proved to be very rigid. Her pulse stayed about 130. 
Traction on the foot was begun at 10.45, and the 
delivery of a small, dead baby was completed in 
thirty minutes, with craniotomy to the after-coming 
head. The placenta and a gush of blood came away 
at once. During the delivery, constant pressure was 
kept on the sides and fundus of the uterus. Pitui- 
trin and ergot were at once given. A hot intra- 
uterine douche was followed by an intrauterine 
gauze pack. Her blood pressure at this time was 
but 60. Intravenous salt solution was given at 
once, but she steadily failed and died at 11.45. A 
catheter specimen of urine, which was obtained just 
before delivery, showed it to be of high color, acid, 
specific gravity 1015, with a very large trace of 
albumen. Sediment showed numerous red blood 
corpuscles, many hyaline and granular casts, with 
small round epithelial cells and red blood corpuscles 
adherent; a few epithelial casts; occasional white 
corpuscles. 

From the urinary findings and the high blood 
pressure found on entrance, it is fair, I think, to 
assume that a toxemia of some was present. 

The next day a physician I knew well asked me if 
I had operated on this case, for he said he had seen 
this case at two o’clock in the afternoon, and that 
he had made the diagnosis of a separated placenta, 
and tried to send her to the hospital, but that the 
physician whose patient she was had arrived and 
taken charge, and so he withdrew. From my 
friend, I learned the patient had first had pain 
about ten a.m., but had obtained no medical aid 
until two p.m., when he saw her. 


Here was a case where much valuable time 
was lost, for the diagnosis was first correctly 
made nine hours before the delivery was ac- 
complished. 


The second case was a primigravida at term. She 
was seen in‘consultation at seven-thirty one morn- 
ing, at a private hospital, to which she had been re- 
moved by her physician. She gave the following 
story: At five-thirty this morning she got up out 
of bed and went to the bathroom to have a dejection, 


: then felt that there i 

Palpation showed it to be very tense and exquisitely ‘on investigatin 
tender to the touch. No position was determined she 
and no fetal heart was heard. Vaginal examination 


at the 
was passing b 

She at once sent for her physician onl 
within the hour. At that time he found her having 
slight abdominal discomfort, with a rigid uterus. 
He did not make a vaginal examination, but took 
her at once to the hospital. When I saw her, her 
color was good. She was complaining of slight ab- 
dominal pain. Her pulse was 86 and of good qual- 
ity. Palpation of the uterus showed a full-termed 
uterus, though apparently a small baby. The pa- 
tient complained that palpation hurt her, especially 
on the left side. The contour of the uterus was 
normal. The uterus was harder than normal and it 
did not soften. No fetal heart was heard. Vaginal 
examination showed only a slight amount of dark- 
colored blood at the introitus; the cervix was not 
taken up; there was no sensation of bogginess in the 
lower uterine segment. 

The physician said that her pregnancy had been 
normal, her blood pressure had not been over 
120 mm. of Hg., and at no time had there been 
any albumen in the urine. 

Our diagnosis was a premature ration of a 
normally implanted placenta. I advised that a 
Caesarean section be done at once, and I told the 
husband that I thought the baby was already dead. 
My advice was accepted and I at once opened the 
abdomen; coincident with the opening of the abdo- 
men was given ergot and pituitrin. As the 
uterus was incised, the membranes bulged and blood 
was seen coming from between the uterus and the 
membranes. Beneath the membranes was~- meco- 
nium-stained liquor. The baby, dead, was at once 
extracted. The placenta was found almost entirely 
separated on the left side. Between the mem- 
branes and the uterine wall was a thin layer of 
blood, over nearly three-quarters of the entire 
uterus. By the time the baby, placenta and blood 
clots were removed, the uterus was contracting 
and although there was bleeding, there was no ques- 
tion of doing a hysterectomy. operation was 
speedily completed. At one time the pulse rose to 
160. She went off the table with a pulse of 120 in 
fair condition. She made an uncomplica con- 
valescence, and at the present time is in the best of 
health. 


These two cases stand in marked contrast to 
each other. A wrong diagnosis with delay, 
a correct diagnosis with no delay in the carry- 
ing out of the treatment,—a tragic result in the 
first and an excellent result in the second. Had 
the physician in the first case been willing to 
send his patient to the hospital early, there need 
not have been a mortality, for a saving of those 
several hours would have in all probability al- 
tered the outcome. Whether this patient would 
have survived, whether the hemorrhage would 
have been uncontrollable without a hysterec- 
tomy, is open to question on account of the tox- 
emia which was present. The fact, however, 
is clear that hours were lost. It is this loss of 
time I insist must not occur if we are to improve 
the maternal mortality in this, one 0 the 
gravest of obstetric emergencies. 

Now let me take up with you the second type 


| 
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of hemorrhage, namely, the inevitable,—inevit- 
able because bleeding must take place before the 
contents of the uterus can be expelled. The 
placenta is ahead of the presenting part of the 
fetus. It is in some part of the lower uterine 
segment and therefore in an abnormal position ; 
it is a praevia. The textbook division of the. 
varieties is convenient for reference, and the 
usual one of complete or incomplete, with the. 
further subdivisions of the latter into partial, 
marginal or lateral, is as satisfactory as any. 

As to the etiology of a placenta praevia, I 
have nothing to say except that there is no sat-) 
isfactory explanation for it. It is a fact, how-. 
ever, that it is much more frequent in multi-| 
gravidae than in primigravidae. 

In marked contrast to the onset of an aeciden- 
tal hemorrhage, a placenta praevia announces 
itself by bleeding, without pain, without appar- 
ent cause; not infrequently while the patient is 
sitting or lying down; quite commonly she is 
awakened by the warm blood trickling down her 
vulva. 

This one sign in a woman pregnant more than 
three months, of bleeding without pain or cause, 
should make any thinking physician suspect 
even before he saw the patient that a placenta 
praevia was present. 

For some years I have taught that any patient 
who showed bleeding from the vagina without 
pain in the latter half of pregnancy must be 
regarded as having a placenta praevia until it 
is conclusively proved that such is not the case. 
Remember, I do not say that every woman who 
bleeds without pain has a praevia. 

Palpation of the uterus with this condi- 


tion shows it to present the normal uterine feel, | 4.4 


either of a uterus in labor, or not in labor. The 
presenting part not infrequently is quite high, 
because of the position of the placenta, and the 
position of the fetus may be abnormal for the 
same reason. The fetal heart is heard, or is 
absent, depending entirely upon the amount of 
bleeding which has taken place. 

A vaginal examination gives almost without 
exception a very soft cervix, not infrequently 
a patulous os, especially if the patient is a mul- 
tigravida. Further careful examination gives a 
boggy feel to the examining fingers in one or 
the other of the culs-de-sae or if the variety is 
complete over the entire vaginal vault. The ex- 
amining fingers do not come directly to the pre- 
senting part. 

The bleeding without accompanying pain, the 
presence of a boggy mass in the lower uterine 
segment, are the necessary points on which a 
diagnosis is based. I do not believe the state- 
ment that ‘‘in the absence of evidences of a 
toxemia it (this condition) is probably a pla- 
centa praevia’’ is correct. 

There is one point in making a vaginal ex- 
‘amination in a suspected praevia that must al- 
ways be kept in mind. If the examining finger 
is passed through the cervix, as usually can be 


done with but little or no pain, and you open the 
sinuses, remember there may occur a tremendous 
hemorrhage, one which may seriously jeopardize 
the patient’s life. Because of this danger, it js 
my custom to palpate carefully the culs-de-sac 
first and if the diagnosis is clear, never to touch 
the cervix until I am prepared to do more if 
necessity should arise. Occasionally bleeding is 
profuse and a vaginal examination gives un- 
satisfactory data; then I never hesitate to pass 
the finger through the os in order to palpate the 
lower segment. Remember however, that this 
never should be done unless everything is pre- 
pared for further treatment. 

A recent case will explain more clearly my 
meaning about vaginal examinations in eases of 
possible placenta praevia. 


A primigravida, 24 years old, in her eighth 
month, telephoned one evening that she was flowing 
very profusely. 1 went to her at once and obtained 
the following story. She was in the midst of taking 
a warm bath in the bathtub when she noticed that 
the water became red in color. She at once got out 
of the tub and found that blood still continued to 
run down her legs. She went at once to bed and 
placed at her vulva a heavy bath towel. I saw her 
within half an hour, and found that there still was 
a slight amount of fresh bleeding going on. By 
this time she had soaked through several layers of 
the towel. She stated that in the last few minutes 
the bleeding was distinctly less. Her pulse was 
80, her color good. The uterus was soft, no evi- 
dent contractions, and not tender to palpation. 
The fetal heart was regular. 

I decided to take her at once to a nearby hos- 
pital and there make the necessary examination. 
She was at once prepared, and when all the prepa- 
rations for operative interference were completed 
was examined under rigid asepsis. She was 
given gas and oxygen, as at a previous vaginal ex- 
amination it was found that she had a very tight 
introitus. No definite placenta was felt in the 
lower uterine segment through the culs-de-sac. The 
head was entering the pelvis. The cervix was very 
soft. Inspection showed that the blood was coming 
from the uterus. I determined to make positive 
that there was no partial previa. so I pushed a finger 
through the cervix, but in no portion that I could 
reach was there any placenta to be found. I gave 
her at once a quarter of morphia. The diagnosis 
was a slight detachment of a low-situated placenta. 
There was no indication to operate. Rest in bed, 
with small amounts of morphia and careful obser- 
vation, was indicated. The next morning she 
passed a small amount of dark-colored blood and one 
or two small clots. The uterus was normal in its 
feel and the fetal heart was regular. At the end 
of a week she was sent home, not having had any 
further bleeding. Four weeks later she started up 
in labor and was delivered of a seven-pound baby 
by low forceps very readily. The placenta came 
away intact with all the membranes, and inspection 
showed one small portion at the periphery to be 
much darker and more firm than the rest of the 
placenta. The break in the amniotic sac was not 
noted as being close to the placenta. ‘* 


Here was a case conservatively managed. Un- 
doubtedly some of you will say radically treated 
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because of the thorough examination. It is 
much better to cause an occasional patient to 
miscarry than to allow a possible praevia to go 
undiagnosed. 

The prognosis in these cases is at the present 
time relatively bad, and it is bad for two rea- 
sons,—the first because an inevitable hemor- 
rhage must occur, and how serious that will be 
no one can foretell. One single hemorrhage 
may kill. The second reason is because by far 
the majority of these cases are badly managed. 
Hospital statistics are no criterion for the prog- 
nosis which should hold in this condition. The 
patients are sent into the hospital not infre- 
quently moribund and so the statistics are nec- 
essarily very high. 

The prognosis for the child is very bad and 
is capable of but little improvement because of 
the fact of the hemorrhage and because so many 
of the babies are premature. In the treatment 
of this condition the first thing to do depends 
entirely upon the amount of blood already lost 
and whether the patient still is losing blood. 
It the hemorrhage is severe, a tight vaginal pack 
may be the only possible treatment at first. 
Such a condition is fortunately rare. The 
bleeding is caused by the normal intermittent 
uterine contractions which are constantly going 
on in pregnancy, opening the sinuses and al- 
lowing hemorrhage to take place. These sin- 
uses, then, by the same normal contractions and 
retractions of the uterine fibres, close and the 
bleeding ceases. It is generally at this point 
that the physician arrives and must at once lay 
out an intelligent line of action. 

Unquestionably a well-equipped hospital is 
the place to handle any bleeding case, but such 
hospitals are not always to be had. If the pa- 
tient is not removed to a hospital, then complete 
preparations must be made for the delivery at 
home. What that means, there is no need of 
my going over with you tonight, but do let me 
warn you never to attempt a delivery of such a 
case without sufficient help. As in accidental 
hemorrhage, so in inevitable hemorrhage, the 
best treatment in any individual case will vary. 
Though the need for immediate delivery is not 
many times as urgent in this latter condition as 
former, no unnecessary delay is permis- 
sible. 

The condition of the cervix is the chief un- 
derlying point in what treatment had best be 
given the individual problem, and this presup- 
poses the determination of whether the patient 
1s in labor or not and whether she had other 
pregnancies before this one. The size and the 
condition of the child is a further aid in helping 
decide what is the best treatment. If the child 
is full-termed and in good condition, we are, I 
think, justified in subjecting the mother to a 
' slightly increased operative risk for the child’s 
sake, unless the parents definitely demand that 
not the slightest risk be added to the mother’s 
burden. Remember that the Catholic church 


holds a fetus cannot be deliberately sacrificed 
and this must be respected when operating im 
a Catholic family. 

With these few general statements of the un- 
derlying principles of meeting this condition, let 
us go on to the separate methods to be employed. 

In order to gain time to complete prepara- 
tions for delivery, to check or lessen a severe: 
hemorrhage and to start labor, a tight vaginal 
pack of sterile gauze is not infrequently per- 
missible. But remember, the pack, to be effi- 
cient, must be tight and fill the entire vagina, 
going up against the placenta if possible. The 
pack is a preliminary procedure to emptying 
the uterus, usually by internal podalic version. 
Bleeding may take place between the placenta 
and the pack, and therefore the patient’s gen- 
eral condition must be accurately followed. 

Similar to the use of the gauze pack is the 
Voorhees bag. The bag is put in either extra- 
ovular or intraovular. Each position of the 
bag has its advocates, each has its advantages. 
The bag can be placed extraovularly, usually 
more readily than intraovularly, and in insert- 
ing it in this position, generally there is lesa. 
bleeding than when the bag is thrust through 
the placenta. When the bag is placed beneath 
the placenta, the danger that more of the pla- 
centa will become detached, and bleeding take 
place between the placenta and the bag, is real’ 
and must not be forgotten, even though some 
of the advocates of this position of the bag say 
this accident does not occur. I have had better 
results, I think, with the intraovular position 
of the bag, especially in the incomplete varieties. 
of this complication. In these incomplete va- 
rieties, the bag is thrust through the amniotic 
sac where there is no placenta. Some of the 
liquor necessarily escapes, but the bag is quickly 
filled with water, and all leakage of liquor stops. 
The largest size Voorhees bag measures three 
and a quarter inches and after not a few times. 
using this bag in this complication, I decided 
to have a bigger one of the same type made. 
The bag I now put in measures four and a half 
inches across, and by means of its greater sur- 
face, the placenta is more efficiently compressed 
and therefore the bleeding stopped the better. 

As soon as the bag passes the cervix, be sure 
and extract it at once over the perineum, for 
serious bleeding may take place if this is not 
done. As soon as the bag is out, then finish 
the delivery either by version or by forceps, 
depending upon the variety of the praevia the 
case presents. 

A third method much in use is the so-called 
Braxton Hicks version. With a small, par 
baby, probably dead at the beginning o the 
version, it is unquestionably the operation of 
election. If the baby is dead, no matter what 
its size, here also is it the operation of election. 
In performing this slow extraction, be sure and 
keep pressure over the uterus, over the fundus, 
for more than one internal concealed hemor- 
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rhage has taken place by failure to observe this. 
simple precaution. A true Braxton Hicks, a 
very slow extraction, almost always sacrifices 
the baby ; wheri the delivery, however, is speeded 
up, some of the babies will be saved. But by 
speeding up the delivery, the character of the 
delivery changes and we in reality are using 
the fourth ,method of treatment, namely, ac- 
couchement forcé. 

Accouchement forcé, delivery by force, often- 
times a wicked divulsion of the maternal soft 
parts, has of recent years been rightly con- 
demned. I am sure it has killed many more pa- 
tients than it will ever save. This sudden, ruth- 
less divulsion I am as much opposed to as any- 
one, but there can be done a manual dilatation 
with a woman in labor, or in a multipara with a 
soft cervix, so gently without tearing, that I 
am confident it is a justifiable thing to do. The 
eases in which it is justifiable must be picked, 
but to condemn absolutely, a careful manual 
dilatation, especially when the os uteri is par- 
tially dilated, is as wrong as it is to do a rapid 
divulsion and lose the patient from a ruptured 
uterus, as not infrequently happens. In doing 
a careful dilatation, with a patient presenting 
an incomplete praevia, I am more fearful of 
doing damage than when the praevia is of the 
complete variety. The reason for this is be- 
cause of the great friability where the placenta 
lies, in marked contrast to the remainder of the 
os uteri. This reason does not hold in the com- 
plete variety, for here it is all soft and dilates 
much more readily and evenly. I would not 
give you the idea that I favor unreservedly a 
manual dilatation. I do not, but in certain 
eases I know it is justifiable, if not the opera- 
tion of election. 

There remains one more method to be con- 
sidered, namely, Caesarean section. In the 
rare, picked case, it is the operation of choice. 
There are, however, certain facts which must 
be known before it should be attempted. These 
are, the mother must be in good condition and 
under no suspicion of being septic: her soft 
parts must be rigid and the baby must be in 
good condition. These conditions are not often 
fulfilled, and therefore it is not an operation to 
be done as a routine measure. It has been done 
many times and, as the saying goes, ‘‘the oper- 
ator has got away with it.’’ But does that 
justify our recommending it as the operation of 
election ? 

The third and last kind of bleeding which I 
want to speak about is that occurring after de- 
livery of the child, and a further subdivision, 
secondary post-partum hemorrhage or puerperal 
hemorrhage. 

_ Earlier in the paper, I said this type of bleed- 
ing was usually caused by some error of the at- 
tending physician. Now let me prove this. 
Someone has said that a physician’s skill in ob- 
stetrics may, to some extent, be measured by the 
number of post-partum hemorrhages that he has 


had. This statement is simply putting in an- 
other way what I have already said. 

The bleeding which occurs from lacerations 
is usually not profuse and does not, except in 
lacerations of the cervix, endanger the woman’s 
life. The external bleeding, which occurs from 
tears about the clitoris, vaginal wall and peri- 
neum, are readily distinguished from uterine 
bleeding by inspection and by the fact that the 
uterus is hard and well contracted. Bleeding 
of this variety is stopped at once by sutures. 
Bleeding from a lacerated cervix is much more 
serious. The tear may be so deep into the broad 
ligament that death rapidly occurs. Bungling 
operating, through imperfectly dilated soft 
parts, or hurried deliveries in incomplete 
praevias are the chief causes for this type of 
hemorrhage. When death follows in these cases, 
it usually is caused by the fact that the uterus 
is ruptured, and bleeding into the broad ligament 
or abdominal cavity occurs, depending whether 
the rupture is incomplete or complete. A severe 
cervical tear which is bleeding should at once be 
sutured. If the tear runs off well into the broad 
ligament, packing the tear oftentimes gives bet- 
ter results than attempting to sew. If the 
uterus is ruptured, a hysterectomy must be con- 
sidered, but consideration of that will take us to- 
night much too far from our subject, so I only’ 
mention it. 

I have just said severe cervical tears are 
usually caused by bungling operation; of course, 
a precipitate labor will do serious damage and 
if the physician is present, ‘etherization of the 
patient will minimize this danger. Another 
very common cause of serious cervical tears with 
hemorrhage, at the present time, is the indis- 
criminate, I might almost say criminal, use of 
pituitrin. This extract, powerful in its action, 
when it does act, is, if carefully used within 
certain definite limitations, a great help to phy- 
sicians. But to give it before the os uteri is 
fully dilated and the head in the pelvis will 
prove sooner or later harmful in the hands of 
any man. I know the good results that have 
been obtained, the saving to the patient hours 
of labor and the physician many a dinner en- 
gagement. But the bad results—the ruptured 
uteri, the bad cervical tears, to say nothing of 
the severe perineal tears, the dead babies—are 
these reported as fully and carefully as when 
pituitrin is given and all goes well? The bad 
results do occur, in spite of what many physi- 
cians say. 

The bleeding from lacerations is not always 
external, for not very infrequently do we see a 
haematoma of the vagina as a result of lacera- 
tion of the pelvic walls and the bleeding takes 
place beneath the fascia. 

These are the traumatic types of hemorrhage 
and they are all distinguished from uterine 
hemorrhage by the condition and action of the 
uterus. The outpouring of blood that may come 
in a true uterine post-partum hemorrhage is un- 
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believable until one has been so unfortunate 
as to have seen it. The causes are multiple and 
many of them are definitely controllable by in- 
telligent foresight. Anything which interferes 
with the normal mechanism of labor is the un- 
derlying factor in a post-partum hemorrhage. 

A tumor body may interfere with the normal 
mechanism of labor. A hemorrhage following 
this complication is not the physician’s fault 
but it is due the patient that the physician have 
the foresight to meet this emergency promptly 
and effectively. 

A slow, prolonged inefficient labor either from 
primary inertia of the uterus or from an over- 
distended uterus, as with a big baby, multiple 
pregnancy, or hydramnios, is a common cause of 
bleeding. Precipitate labor I have already 
mentioned, for it allows uterine hemorrhage to 
occur as the normal retraction and ‘contraction 
of the uterus is interfered with. 

I believe that the true atonic uterine hemor- 
rhage is very rare, and when an analysis of the 
conditions surrounding the labor is made, some 
abnormal mechanism will almost always be 
found. 

The most usual cause of post-partum hemor- 
rhage is an abnormal third stage. The abnor- 
mal point usually is in the way the physician 
hurries this stage. If there is no bleeding, if 
the fundus contracts, if the patient’s pulse 
drops, there is absolutely no indication to hurry 
the separation of the placenta. If there 
is no bleeding and there is no _ internal 
concealed hemorrhage going on, the placenta 
has not separated, the fundus needs only 
to be held. If there is bleeding, another 
problem arises and the placenta then must be ex- 
pressed; but if no bleeding, do not hurry the 
placenta. A half-hour wait or six contractions 
of the uterus and then the fundus Credéed, 
whether the placenta has separated or not, is all 
wrong. As soon as it separates, then express 
it if you wish, for nothing is gained by waiting. 
Another cause of post-partum hemorrhage is that 
many physicians fail to inspect the membranes 
and placenta. If the membranes are lacking, 
or only a part lacking, I never go after them 
unless the uterus shows signs of inefficient re- 
traction and therefore a tendency to bleed. If 
the placenta is not complete, especially if a pla- 
centa suecenturiata is diagnosed, then the in- 
terior of the uterus should be explored under the 
strictest aseptic precautions and the piece re- 
moved, when the sinuses will close and hemor- 
rhage cease. A piece of retained placenta gives 
rise to the so-called secondary post-partum hem- 
orrhage or puerperal hemorrhage, which I will 
speak of in a moment. 

The first and most important point in the 
treatment of this condition is to prevent it, and 

t can be done if the patients are watched 
carefully during their labor, and labor is not 
allowed to go on without p being made. 
Do not allow the uterus to act badly,—to fail to 


relax, without the necessary and indicated treat- 
ment to be begun. Never fail on any obstetric 
case to be prepared to meet a post-partum hem- 
orrhage. Diagnose at once where the bleeding 
comes from and act accordingly. As soon as 
the uterus is emptied, then, if bleeding persists, 
give the patient pituitrin, ergot and put ice to 
the fundus. Remember, if pituitrin alone is 
given, not infrequently a relaxation of the 
= follows and further bleeding may take 
place. 

Personally, I seldom use an intrauterine 
douche to stop a hemorrhage. If massage, care- 
ful holding of the uterus, combined with ice and 
ergot, will not stop the bleeding, I at once pack 
the uterus with sterile gauze; and in packing, 
always carry the gauze to the fundus with the 
one hand, while the other gives counter pressure 
over it. Do not pack in too much but, on the 
other hand, never fail to place the gauze in all 
parts of the uterus. I have seen two or three 
hemorrhages which were so severe that the only 
way I could stop them was to thrust my hand 
into the vagina, surround the cervix with my 
fingers and with the other hand on the fundus 
sharply anteflex it against the symphysis. 

If the uterus is packed, then counter pressure 
should be maintained for some time until it is 
clear that no relaxation and bleeding behind the 
pack is going on. Stimulation and the giving 
of salt solution is, of course, used as is indicated. 

A few words about the secondary post-partum 
hemorrhage. It practically always is caused by 
the retention of pieces of placenta. A case that 
I recently saw will illustrate this type of bleed- 
ing best. The patient was delivered by low for- 
ceps and after the delivery bled very profusely. 
The placenta was expressed, but she continued 
to bleed more than the attending physician liked, 
but he did not think it necessary to pack the 
uterus. She made an uncomplicated recovery 
save for the fact that red lochia persisted quite 
profuse, longer than usual, and the uterus was 
slow in involuting. She went home in three 
weeks but continued to have considerable red 
lochia. After she was at home for one week, she 
was seized with sudden severe pain low down in 
the abdomen which doubled her up and at once 
had a sudden and profuse hemorrhage. Her 
physician at once took her to the hospital. 
When he telephoned me he said he thought he 
had a tear between the bladder and the uterus. 
I saw the patient two days after the hemorrhage. 
Her temperature was normal and pulse 100. 
She was markedly anaemic, mucous membranes 
very pale. Palpation of abdomen negative save 
for the fact that the fundus was one finger 
breadth above the symphysis. It was soft but 
not tender. Pressure over the fundus caused 
slight flowing of a dirty, foul-smelling discharge. 
She was put across the bed for a vaginal exam- 
ination and a bivalve speculum exposed the cer- 
vix,—protruding from the cervix was a mass the 


size of a hen’s egg, dark red in color, oozing 


/ 


| 
| 


398 


BOSTON MEDICAL AND SURGICAL JOURNAL 


(SepremBer 20, 1917 


blood. The anterior vaginal wall was normal 
and I could see no tear as the physician feared. 
What he took to be a tear was the cleft between 
the anterior lip of the cervix and this mass. The 
diagnosis of retained piece of placenta which the 
uterus was trying to expel was clear. I decided 
to etherize the patient and clean out the uterus 
with the finger and gauze. When etherized, 
palpation of this mass showed it to run to the 
fundus of the uterus, and by quickly freeing it 
at the base it was removed without serious bleed- 
ing. She was given ergot and the uterus con- 
tracted at once very hard. She made an uncom- 
plicated convalescence and in a week went home 
with the uterus well involuted and with no 
lochia. In this case the physician undoubtedly 
failed to observe a placenta succenturiata. This 
patient lost much blood unnecessarily but her 
ultimate recovery was satisfactory. Another 
case, the counterpart to this one, had a different 
outcome; here the uterus went septic and she 
ran a complicated septic chart with a double 
phlebitis and was sick for some months, all be- 
cause of a placenta succenturiata. 

Such, then, are the various points to be con- 
sidered in these three kinds of hemorrhage. Re- 
member, all bleeding in a pregnant woman is 
‘serious, never to be lightly regarded, for if we 
do, a desperate condition may very quickly de- 
velop and we have only ourselves, if we are will- 
ing to face the outlook honestly, to blame. 


CHRONIC VALVULAR HEART DISEASE 
IN PREGNANCY AND LABOR. 


By Foster S. KELLOGG, M.D., Bostox, 


Assistant in Obstetrics, Harvard Medical School; 
Physician to Out-Patients, Boston Lying-in Hospital. 


I, 


THis paper is a study of chronic valvular 
heart disease complicating pregnancy and labor. 
The total material from which this study is 
made is roughly 30,000 cases as follows: 7,200 
pregnant women observed in the Prenatal 
Clinic at the Boston Lying-in Hospital from 
May, 1911, to July, 1915, and 22,055 pregnant 
women entering the Boston Lying-in Hospital 
for delivery or care in pregnancy from Jan- 
uary, 1873, to June, 1915. 

Acute endocarditis, myocarditis without 
demonstrable valvular lesions and congenital 
heart cases are not considered. Cardiorenal 
eases, i. e., chronic nephritis with secondary 
cardiac changes, or chronic valvular cases with 
secondary chronic kidney, have been ruled out 
because they present an entirely different 
problem and show entirely different results. 
Acute toxaemia of pregnancy coming on top 
of chronic valvular disease is considered as a 


complication of the pregnancy and cardiac dis. 
ease, and such cases are therefore retained. 
This material, however, is available for study 
only within the limits of its accuracy of obser. 
vation and record, and it is with this limitation 
in mind that the arbitrary division of material 
for study of different types of chronic valvular 
disease and pregnancy is made. To illustrate: 
it is not accurate to estimate the percentage in- 
cidence of compensated cardiacs from the house 
records because there is evidence to show that 
many such cases were not recorded; it is ac- 
curate to estimate the percentage incidence of 
decompensated cases because symptoms pre- 
sented which the observer recorded. This be- 
ing the fact, the 7,200 Prenatal Clinic cases 
in which observation and record have been, on 
the whole, good, and in which cardiac defects 
are, as a rule, checked up by medical consulta- 
tion, will be used for a general study of the 
subject, especially of compensated cardiac dis- 
ease, while the 22,000 hospital cases will be used 
pt a study of decompensated cardiac disease 


y. 

Of 7,200 pregnant women observed in the 
Prenatal Clinic, 113 had chronic endocarditis, 
1.5%, 1 woman in every 75. 

Functional murmurs are reported 411 times, 


5%, 1 woman in every 20. 
The lesions in the chronic endocarditis cases 
follow :— 
Mitral insufficiency ......... 52 
Double mitral 44 
Mitral stenosis 10 
Mitral insufficiency and aortic disease .. 3 
Double mitral and aortic disease ........ : 
113 


The diagnosis of cardiac disease as opposed 
to merely functional murmur is based on signs 
being present other than the murmur itself suf- 
ficient to make the observer believe that the case 
was a true cardiac lesion, or on medical con- 
sultation. 

Of these 113 eases, 11 failed to return, reduc- 
ing the number for further study to 102. 

Of these 102 cases, 83 showed no sign of de- 
compensation while under the care of the Pre- 
natal Clinie or in labor or the puerperium, 19 
eases showed decompensation in greater or less 
degree. 

Decompensation may be divided somewhat ar- 
bitrarily for the purpose of classification into 
first and second degree,—first degree decom- 
pensation includes those signs which may occur 
in the course of pregnancy without the heart 
as a cause, but which, in the presence of heart 
lesions, point to the heart as, at least, contrib- 
utory to the signs, namely, insomnia, nervous- 
ness and depression, slight, dry cough, dyspnea. 
edema of feet and ankles, rapid pulse; second 
degree decompensation includes cases showing 


the classic signs of frank cardiac decompensa- 
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tion, namely, marked dyspnea, cyanosis, liver, 
kidney and lung congestion, cardiac dilatation, 
intermittent pulse, fluid in the body cavities, 
ete. 
Using these arbitrary divisions :— 

9 showed 1° decompensation 

10 showed 2° decompensation 

83 remained compensated 


102 
Of 9 cases showing 1° decompensation, 2 were 
simple mitral insufficiency, 7 showed stenosis. 
Of 10 cases showing 2° decompensation 1 was 
mitral insufficiency, 9 showed stenosis. Of all 


’ eases showing decompensation, 3 were simple 


mitral insufficiency, 16 were stenosis. This il- 

-lustrates, I believe, the fact that stenosis cases 
are much likelier to show decompensation in 
pregnancy than cases of simple insufficiency. 
The maternal mortality in these 102 cases was 
2. One died of general peritonitis (demonstrat- 
ed at autopsy with streptococcus in the fluid) 
following dilatation with the Voorhees bag and 
breech extraction, after coming through labor 
well. The other died of cardiac failure in the 
fifth month of pregnancy following an instru- 
mental and manual dilatation and delivery. 

The maternal mortality of the whole Pre- 
natal Clinic series of 102 cases is 2%. None of 
the patients died who did not show prior to 
delivery a 2° decompensation, while the mor- 
tality on cases which showed a 2° decompensa- 
tion prior to delivery was 20%. 

One hundred and five babies were born in 
102 labors; 10 babies died in 8 labors, the fetal 
mortality was therefore 10% for the series, 2% 
for compensated cases, 22% in cases with 1° de- 
compensation, and 40% in cases with 2° decom- 
pensation. 

These figures, I believe, illustrate clearly 
that cardiac disease in pregnancy is potentially 
a very serious condition for mother and child 
and that the handling of these cases requires 
the utmost attention and skill. 

In the whole series, 85 cases delivered them- 
selves, 28 cases had some form of operative pro- 
cedure. In the cases showing 1° decompensa- 
tion, 7 cases delivered themselves, 2 were deliv- 
ered operatively. In the series of cases showing 
2° decompensation, 2 delivered themselves nor- 
mally, 8 were delivered by operation. 

These figures well illustrate the fact that 
many cardiacs, compensated and with only 
slight degrees of decompensation, will safely de- 
liver themselves if allowed to. Because this fact 
is undeniably true, is no reason why we should al- 
low them to, especially as we have little data 
at nand yet, from which we may judge how 
much a normal second stage takes out of a heart 
with a valve lesion. 

We will now consider the decompensated 
eases occurring in the 22,055 house patients. 
Ali compensated cases are omitted in this con- 
sideration. 63 showed decompensation in some 
Stage of pregnancy or labor while in the hos- 


pital, about the same ratio of decompensated 
cardiacs to patients observed as in the Pre- 
natal Series. Of these 63 women, however, 20 
had 1° decompensation, 43 had 2° decompensa- 
tion, whereas, in the Prenatal Series, 9 had 1° 
decompensation and 10 had 2° decompensation. 
I believe from these comparative figures that 
the Prenatal Clinic is of value in the care of 
cardiac disease. Prior to the days of the Pre- 
natal Clinic, the hospital failed to care for a cer- 
tain definite percentage of 1° decompensated 
eardiacs and some of these became 2° by neglect 
and entered the hospital, or were cared for else- 
where as such. 

Of the 63 cases showing decompensation, 11 
recovered under medical treatment and did not 
show further decompensation in pregnancy, 
labor or the puerperium. 

A minute analysis of these cases is tabulated 
below. This table offers examples of what med- 
ical treatment will do for certain cases. 


Pack, Bag and Version 
Normal Delivery 
Normal Delivery 


1° 
1° 


OP 


Para.Case NuMBER Lgsion Decomp. 
Aortic Disease 


162 145 Double Mitral 


Mitral Sten. and 2° siight Normal Delivery 
2 156 162 Double Mitral 


Mitral Insuff. 
Double Mitral 
Double Mitral 
Double Mitral 
Mitral Insuff. 
Double Mitral 
Mitral Insuff 


105 
90 
96 
68 
2 
233 
5 


180 
204 


1 19 195 
201 


12 194 141 Double Mitral 


1 
2 
5 


To summarize this table: 4 cases of severe 2° 


|decompensation, 2 cases of slight 2° decompensa- 


tion, 5 cases of 1° decompensation were relieved 
by medical treatment so that they went to term 
and withstood delivery of all kinds without 
maternal mortality. On the other hand, 10 
eases, treated medically during pregnancy in 
the hospital, failed to be relieved or were tem- 
porarily relieved and decompensated i labor. 
Of this series treated medically in the fnospital 
before labor, consisting of 21 cases,:50% went 
through the remainder of pregnancy, labor and 
the puerperium without decompensation ; 50% 
failed to respond through labor. =. 

I believe, from this table, that it 1s fair to 


leonclude that half the cases not under good 
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previous care for their heart condition, which 

w decompensation, will recover sufficiently 
under treatment so that they do not again de- 
compensate and so that they will stand any ap- 
propriate method of delivery at term. 

51 cases showed decompensation in labor. Of 
these 51 cases, 15 died. Of these 51 cases, 16 
had 1° decompensation, 35 had 2° decompensa- 
tion. The lesion, degree of decompensation, the 
cause of death are tabulated below: 


r. 


ilatation. 


; 1 convulsion. 


had pneumonia in labo 
ritonitis. 


Cause or Deatu 
on table of cardiac failure before delivery of baby. 
following aspiration. 


d. of cardiac failure directly after delivery. 


several days after entrance of pneumonia. 


on table of acute dilatation. 


on table of acute dilatation before delivery. 
on table as baby delivered of acute d 


Sth day of cardiac failure. 
day of operation of eclampsia 


Sth, of streptococcus pe 


day following delivery, 


d. peritonitis following uterine sepsis. 8 h. 2d stage. 


d. ev. of del. of acute dilatation. 
d. day after delivery of acute dilatation. 


d. 9th day sepsis or T. B. (7?) 
d 


d. 7th, pneumonia 


d. 


d 
d 
d 
d 
d 
d 
d 


Decree oF 
Decomp. 

2° 

2° 

9° 

2° 

9° 


Double Mitral and Aortic 


18 Double Mitral 
Mitral Sten. (?) Insuff. 


Double Mitral 


Mitral Stenosis 


Mitral Insuff. 
Not stated 
Mitral Stenosis 
Double Mitral 
10 Double Mitral 
15 Double Mitral 


Double Mitral 
Double Mitral 


24 Double Mitral and Aortic 
Double Mitral 


17 
25 
34 
36 


47 
51 


The maternal mortality of cases showing 1° 
and 2° decompensation, was 33%, while the 
maternal mortality of cases showing 1° decom- 
pensation was 12%, and the maternal mortality 
of cases showing 2° decompensation was 45%. 
In the fatal cases mitral stenosis was pres- 
ent in 14 o& 15 cases, the single case having 
simple mit insufficiency, who died, was al- 
lowed an eight-hour second stage. I believe 
these figures emphasize that heart disease in 
pregnancy is a very serious condition in spite 
of the fact that many cases come through well 
and that the degree of risk to a mitral stenosis 
is enormously greater than to a single mitral in- 
sufficiency. 

The method of delivery, parity, period in 
pregnancy and class of decompensation is next 
tabulated in the 15 cases that died. 


Periop DE- 
Cass METHOD oF DELIVERY PREGNANCY PaRa. comr. 

Delivery Term 2° 
ormal Delivery Term 2° 

8 Version, Forceps,A.C.Head Term 

5 Normal Delivery Term 

8 Low Forceps Term & 2° 

Instrumental and Manual 4 mos. 
Dilatation 

15 Died before Delivery 7 mos. 6 2° 

17 Low Forceps Term 

18 Instrumental and Manual Term 10 2 
Dilatation and Version 

24 Normal Delivery Term DP 

25 Instrumental and Manual 6% mos. 
Dilatation and Version 

34 Instrumental and Manual 5 mos. 
Dilatation and V 

36 Normal Delivery 6 mos. 

47 Normal Delivery 8 mos. 5 2 

51 Bag, Breech Extraction Term 13 2° 


Certain facts stand out in the study of these 
two tables. Of 15 deaths, 8 were due to acute 
dilatation alone, while 7 died of conditions to- 
ward the development of which the cardiac dis- 
ease was, in all probability, a large contributing 
factor as well as a large contributing factor in 
the fatal outcome, namely, 3 pneumonias, 3 
sepses and 1 eclampsia. I believe, therefore, 
that cardiac cases, especially those with decom- 
pensation, possess a markedly lowered resistance 
to infection, both uterine and lung. 

Concerning methods of delivery and time of 
delivery, we find in this mortality table (1) a 
striking number of normal deliveries at term, 
(2) a striking number of instrumental and 
manual dilatations (accouchement forcé truly). 
Of fifteen cases that died, one of which 
died undelivered, reducing the number operated 
or delivered normally to 14, 6 were normal de- 
liveries and 4 were true accouchement forcé, 
together 10 of 14 deaths. For comparison we 
may summarize the methods of delivery in the 
36 decompensated cases who recovered. Of the 
36 cases with cardiac decompensation who re- 
covered, 30 had mitral stenosis (24 with insuf- 
ficiency) as against 6 with simple insufficiency. 
12 were 1° decompensated, 24 were 2° decom- 
pensated. Since in the cases that died we are 
chiefly concerned with 2° decompensated cases, 
we will consider methods of delivery for com- 
parison in the cases who recovered only in those 
with 2° decompensation. 

We find of the 24 cases with 2° decompensa- 
tion who recovered, 5 normal deliveries, 3 ac- 
couchements forcés as opposed in the series of 
15 eases who died, 6 normal deliveries and 4 ac- 
couchements forcés. I believe, therefore, that 
normal delivery and accouchement forcé have 
no place in the treatment of decompensated 
eardiacs of whatever degree, but especially of 
those with severe decompensation. 

Conversely, from the above facts I believe 
that it is better to assist nature in decompen- 
sated cardiacs when the cervix is dilated or 
nearly dilated, that they stand operative deliv- 


ery—barring instrumental or manual dilatation 
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—better than normal delivery; the exception 
being a decontpensated multipara seen for the 
first time in the second stage of labor making 
rapid progress. 

Dessndinn the time of delivery in the series 
who died, 9 of 14 were at term. It seems fair 
to state that if 9 cases went to term and died, 
some of them could have been saved by earlier 
interference if it had been possible to get the 
patient sooner. I believe, therefore, that Pre- 
natal Clinie eare, by which we mean seeing the 
patient once a week or oftener if necessary dur- 
ing pregnancy, is an absolute necessity in the 
care of cardiacs. The fetal mortality in cases 
dying is 5, all were premature, 33% of the ma- 
ternal deaths. If the maternal death rate were 
lower, the fetal mortality would be higher. The 
fetal mortality of the whole series, exclusive of 
those cases decompensated at some period in 
pregnancy but not in labor, is 14; 12 were pre- 
mature, 2 stillbirths; 23% of the infants of 
eases showing decompensation in labor died. 
The fetal mortality in cases showing decompen- 
sation and recovery was 19%. In view of these 
figures and of the preceding facts, I believe that 
it is not justifiable to attex-pt to carry a decom- 
pensated case along to term for the sake of her 
baby unless she reacts favorably to treatment 
almost immediately. The fetal mortality in 
these cases is so high that it is not good judg- 
ment to over-risk the mother for the sake of the 
child. Cireumstances, especially the question 
of whether the woman has other living children, 
will obviously affect our judgment in a given 


case. 

Of the 15 cases that died, 9 were multiparae, 
6 were primiparae. If the 9 women who died 
had not repeated their pregnancies they would 
have lived longer. It is unfortunately not. pos- 
sible to trace back their previous confinement 
histories except in two or three instances, but I 
think on the evidence it is fair to state that a 
woman with mitral stenosis, with or without 
insufficieney, is wise to abstain from further 
pregnancies even though she passes through one 
confinement without decompensation. . If she 
decompensates in one pregnancy there can be no 
question in the matter,—she must be ordered 
not to repeat. 


II. 


We will now consider the literature of recent 
years (the last three) to see what this offers in 
belping clear the problem in hand. 

Twenty titles present themselves for consider- 
aiion; we will consider only the more signifi- 
—e (All constitute the appended bibliogra- 
phy. 

in 1912 F. S. Newell? summarized the general 
knowledge of chronic endocarditis in pregnancy. 
ile states that although the heart does not nor- 
‘nally hypertrophy (Stengel and Stanton) there 
is evidence to show that pregnancy does add 
work to the heart (McKenzie). He points out 


that the condition of the myocardium cannot be 
gauged in a given instance by even the most ex- 
pert internist, and that a guarded prognosis 
should be given in any cardiac case complicating 
pregnancy. He suggests Caesarean section as a 
method of delivery for consideration in primi- 
parae. His conclusions follow :— 

1. Any organic heart lesion, even if perfect- 
ly compensated under normal conditions, should 
arouse apprehension and call for constant watch- 
fulness if pregnancy supervenes. 

2. In case pregnancy comes as a complication 
when the heart is imperfectly compensated, the 
uterus should be immediately emptied, since a 
heart which has failed under the ordinary bur- 
dens of life has no chance of sustaining the 
added burden of pregnancy. 

3. When a heart which has been previously 
well compensated fails during pregnancy, 
an attempt must 4 made to restore com- 
pensation by rest appropriate treatment, 
but unless the attempt is promptly successful 
the pregnancy should be ended. 

4. If compensation has failed during one 
pregnancy, future pregnancies should be abso- 
lutely forbidden. 

. In any case in which an organic heart 
lesion can be demonstrated, even though it may 
have caused no symptoms during pregnancy, 
labor should be regarded with apprehension, 
and every measure should be taken to shorten 
the labor and thus relieve the heart of a serious 
burden although it may seem to be doing its 
work perfectly well. 

6. A patient with an organic heart lesion will 
usually stand an operation well if the operation 
is performed at a time previous to a failure in 
compensation. On the other hand, an operation 
after failure of com ion will often prove 
fatal in patients who would have stood opera- 
tion well at an earlier time. 

7. Any patient known to have an organic 
heart lesion who is contemplating marriage 
should be advised of the dangers pertaining to 
pregnancy and labor, the prognosis in the indi- 
vidual case depending on the nature of the 
lesion, the age of the patient and her previous 
history as regards the efficiency of the heart un- 
der normal conditions. . 

8. It is impossible to estimate accurately the 
efficiency of the cardiac muscle in any patient in 
whom a failure of compensation has once oc- 
eurred, since although compensation may have 
been promptly restored under treatment, she 
may die suddenly before, during or after labor, 
without warning. 

9. Labor should be shortened as much as pos- 
sible in every patient who has a demonstrable 
heart lesion, although no unfavorable symp- 
toms may have risen. In primiparae the pro- 
priety of a Caesarean section to relieve the 
heart of the strain of labor may be very proper- 
ly considered in any case, particularly if the 
soft parts are rigid, since it is poor policy to 
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pons the endurance of a given heart unneces- 


y. 

10. The demonstration of a mitral stenosis 
should call for the most careful observation. 
Any sign of failing compensation should be met 
promptly, and if any condition supervenes 
which is accompanied by a rise in arterial ten- 
sion, the pregnancy should be terminated at 


once. 

Pankow’, 1913, reports an incidence of 2.8% 
of heart disease in over 5,000 pregnant women 
examined by internist in Freiburg and Dus- 
seldorf. Functional murmurs occurred in 50%. 
He says that mitral stenosis has the most seri- 
ous prognosis because it adds a large amount 
of work to the small blood circulation and there- 
fore more easily brings about a decompensa- 
tion, also that a mitral stenosis labors from its 
beginning with the small reserve force of the 
right ventricle, as opposed to the large reserve 
force of the left ventricle in mitral insufficiency. 
He gives the following general indications for 
the artificial interruption of pregnancy. 

1. If a woman suffering from organic heart 
disease becomes pregnant and if signs of insuffi- 
ciency of the heart do not appear in the course 
of pregnancy, then pregnancy should not be in- 
terrupted, as in all probability complications are 
not to be expected intrapartum. (2). If signs 
of insufficiency of the heart appear even during 
the first half of pregnancy, showing that the 
slight increase in the work of the heart already 
exhausts the reserve force, then pregnancy 
should be interrupted in all kinds of heart dis- 
ease, as the increased work placed on the heart 
towards the end of pregnancy and during labor 
may lead to a sudden failure of the heart. This 
applies especially to those cases in which the 
signs of decompensation existed before the oc- 
currence of pregnancy. (3). If signs of de- 
compensation appear towards the end of preg- 
nancy, then the latter must be interrupted in 
mitral stenosis, especially if marked signs of a 
severe myocardial disease are present. The 
treatment is expectant in mitral insufficiency if 
signs of decompensation permanently disappear 
after a corresponding treatment. If the signs 
of decompensation continue to exist, or if they 
immediately recur after interruption of the 
treatment, then it is preferable to interrupt the 
pregnancy through vaginal section, considering 
the increase in the amount of work on the heart 
by labor. The frequent complication of mitral 
stenosis and insufficiency may render the pro- 
cedure considerably difficult. (4). If signs of 
decompensation appear during labor then treat- 
ment should be expectant if labor is apparently 
almost terminating, otherwise labor should be 
cut short by extraction of the child. 

Groéne,* 1913, reported the material from Mal- 
mo; 87.5% remained compensated, 1.1% of preg- 
nant women showed heart disease. 2.6% was 
the total mortality. He states that the mortality 
from available literature is only 1.2%. He 


states that profound ether narcosis has no effect 
on decompensated heart cases. He advises leav- 
ing the case to nature until obvious signs call for 
interference. He believes the liability to mis- 
carriage and premature labor over-estimated in 
heart disease. 

Fromme,‘ 1913, states that blood pressure in- 

creases in the second half of pregnancy and 
ean reach values above the limit of normal. In 
labor there occurs great variation in pressure 
independent of the individual labor phase. So 
the heart must be supposed to do increased work 
in pregnancy (especially second half) and labor. 
He believes that sterilization for lac disease 
should be done only when the uterus is emp- 
tied for decompensation. He believes that pa- 
tients over forty have a more serious prognosis 
and agrees with Kustner that the after-life is 
shortened, and he warns that if a patient does 
not soon respond to medical treatment, she 
should be treated surgically without delay. 
75 to 80% of cardiacs show nothing in the pas- 
sage through pregnancy. He states that stenosis 
with or without insufficiency occurs in 28% of — 
all mitral cases, but that the death rate is 75% 
in stenosis cases. 
Kreiss®*, 1913, reports two deaths in in- 
terruptions of pregnancy for heart conditions in 
23,577 labors; he advises classical Caesarean 
section as against vaginal hysterectomy on ac- 
count of the danger of hemorrhage in severe 
congestion. He states that heart. disease is 
only rarely made worse by pregnancy. 

Baisch’, 1913, in ‘‘Researches Concerning the 
After Life of Pregnancies Complicated by Heart 
Disease,’’ found in an investigation of 205 cases 
occurring in 21,000 births that 200 showed some 
decompensation, 50 serious, 5 died in labor, 3 
the following year; of the controlled cases 50% 
were well, 45% were invalids, 5% were dead. 
33% of the children were premature. 40% of 
patients had atonice hemorrhage. 

Webster*, 1913, says: ‘‘ As regards pregnancy, 
women with heart disease should not become 
pregnant. If pregnancy occurs it is on the side 
of safety to advise early abortion, especially if 
there has been recent acute disease of any var- 
iety, or old mitral disease with failure in com- 
pensation. 

With reference to labor, if the patient’s condi- 
tion is good, the first stage should be allowed 
to progress, as in normal cases, all strain and | 
excitement being avoided. It is advisable to 
avoid straining in the secondary stage by arti- 
ficial delivery, forceps, or turning under anaes- 
thesia. In the third stage, it is best to separate 
the placenta manually, allowing some loss of 
blood. A woman at term with failure in com- 
pensation or em circulation probably 
has the best chance if delivered by vaginal or 
abdominal Caesarean section. 

Tusgkai®, 1912, discusses prognosis and his 
pulse variation sign which is spoken of later. 

Barris’®, 1913, discusses Caesarean section un- 
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der spinal anaesthesia in cardiac cases, citing 
five, with the following conclusions : 

1. It must be admitted that some cases of 
cardiac disease pass through labor unexpected- 
ly well apart from this treatment. 

2. On the other hand, the method has the 
merit of great rapidity and of relieving the 
cardiac muscle of strain during the first and 
second stages of labor, thus diminishing the risks 
both of cardiac failure and of embolism. 

3. Sterilization may be carried out at the 
same time. 

4. There is no predisposition to uterine in- 
ertia, especially where pituitary extract is given 
immediately before making the abdominal in- 
cision. 

5. The child appears to run no risk from as- 
phyxia, erying at once after extraction. 

6. No undue amount of shock was observed 
in the cases recorded. 

7. The mental effect upon the patient is a 
possible drawback to the method. This may be 
minimized by administering morphia or scopo- 
lamine before the operation and cocainizing 
the skin prior to the injection of the spinal 
anaesthetic. 

Eisenbach", 1913, found 45 cases of heart dis- 
ease in 3,037 deliveries. He believes that the 
kind of heart lesion has no special effect; there 
is even no particularly unfavorable effect from 
mitral stenosis. Otherwise, he takes an extreme- 
ly complacent view of the matter. 

Pellissier’*, 1915, studying the pressure curves 
and viscosity of the blood in the heart cases in 
pregnancy, finds slight or well compensated val- 
vular lesions do not materially affect either 
pressure or viscosity. In women with heart dis- 
ease, especially of the mitral valve, involvement 
of the myocardium is indicated by irregularity 
in the pressure curve, lowering of the maximum 
pressure, and increase in the minimum. There 
is increase in the viscosity in these cases as soon 
as the lesser circulation begins to suffer. 

Polack", 1915, states twilight sleep state is a 
reality, it is particularly useful in cardiac cases 
as it relieves the nervous apprehension and se- 
cures dilatation with less muscular shock. It is 
distinctly a first stage procedure, it relieves the 
pain, but does not inhibit the progress of labor. 

J. L. Huntington, 1915, considers that heart 

in pregnancy is a neglected subject in 
text books and the literature. He advises the 
careful following of the case through preg- 
nancy and discusses methods of delivery,—fav- 
oring operative delivery at full dilatation in 
multiparae, rejecting normal delivery except in 
precipitate labor; discussing abdominal Caesar- 
ean section for primiparae, pointing out the 
danger and frequency of distention following 
this procedure, but concluding that in spite of 
this it may in individual cases offer the best so- 
lution. He fears ‘‘the risk of prolonged first 
stage in primiparae, wth its inevitable strain on 


the heart as shown by the rising pulse so com- 


mon with the normal heart in first stage, and 
feels that only when the patient is very young 
and strong, the cervix soft and the lesion not ex- 
tensive, should this method be chosen.’’ In con- 
clusion, he feels that ‘‘where the cardiac condi- 
tion requires that the uterus must be emptied 
several weeks before term, vaginal hysterotomy, 
when not rendered impossible by the anatomical 
limitations, offers distinct advantages over ab- 


jdominal Caesarean, particularly because in the 


former operation there is no post-operative dis- 
tention.’’ 

C. H. Lawrence**, 1915, in a paper entitled 
‘‘Failing Cardiac Compensation During Preg- 
nancy,’’ takes up the question from the medical 
point of view. We shall quote extensively from 
this paper. 

So much then for the statistical study of heart 
cases, and for the study of the recent literature ; 
the remainder of the paper is an attempt to cor- 
relate the information here derived and a state- 
ment of the author’s views on the obstetrical 
handling of chronic valvular disease in preg- 
nancy and labor. 


IIT. 


It is necessary first, in considering chronic 
valvular heart disease complicating pregnancy 
and labor, to differentiate clearly what we know 
from what we think we know. 

We know from our statistics and others with 
which they fairly well correspond that 1 woman 
in about 75 who becomes pregnant has chronie 
endocarditis; that 1 pregnant woman in every 
400 has broken compensation, that 1 pregnant 
woman in every 1,700 pregnant women dies with 
decompensated valvular heart disease as the di- 
rect or indirect cause. We know further that 1 
woman in about 5, having chronic valvular heart 
disease in pregnancy, will show broken com- 
pensation in some degree during pregnancy or 
labor, 1 in 10 in severe degree. We know that 
if a woman has decompensated without preg- 
nancy she will probably decompensate more se- 
verely if she becomes pregnant. We know that 
if she has not decompensated before pregnancy, 
she stands about a 4-1 chance of going through 
pregnancy entirely free from decompensation. 
We know that if she has stenosis of the mitral 
valve, her risk is greater, that if she has pure in- 
sufficiency it is extremely slight. We know that 
if she decompensates in pregnancy, living a nor- 
mal life, she has a 50-50 chance of recovery un- 
der medical treatment and routine, and going to 
term without further trouble. We know that if 
a patient fails to react to medical treatment for 
severe cardiac decompensation that her percent- 
age of danger is very high, higher probably than 
with any other complication of pregnancy except 


leancer or advanced phthisis. We know the fetal 


mortality in the above classes, we know the per- 
centage risk of death if she decompensates 1° or 
2° prior to or in labor; the fetal mortality gives 


us a chance to balance possible reward for risk 
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taken. We are in a position, then, to state the 
risk whether the opportunity arises before or af- 
ter pregnancy has taken place. The decision in 
the matter is then up to the patient and her hus- 
band. The individual obstetrician may not be 
willing to terminate labor in a given case, but as 
long as Lusk’s statement holds, that the diag- 
nosis of mitral stenosis calls for an immediate 
abortion, somebody can be found who will do it, 
if the patient so elects; just as, so long as Hirst 
makes the statement that, with proper treatment, 
he has no fear of heart disease as a complication 
of pregnancy, someone can be found who will 
try to take a cardiac through labor who wishes 
to try to go through, on Whom the first seen ob- 
stetrician would do an immediate therapeutic 
abortion. The question of a cardiac getting 
pregnant or remaining so, if pregnant, depends 
= the cardiac’s wish when in possession of these 
acts. 

We know that we do not know what any given 
heart will do in pregnancy or labor until it has 
done it. We have seen a completely decompen- 
sated cardiae survive two eclamptie convulsions 
and an accouchement forcé; we have been told 
by first-rate internists that this woman will 
stand delivery,—and she dies on the table; we 
have been told that this woman seen at the 
fourth month by a competent internist will go 
through pregnancy well; she is on edge from the 
fifth month on, gets acute dilatation in labor, 
has a severe post-partum hemorrhage which first 
saves her life and then threatens to kill her; has 
the uterus packed; we are told she will die; she 
lives to go moderately septic; she does not die; 
we are told she will always be an invalid; she 
brings up a baby, beginning four weeks later, 
and six months afterward is looking after her 
baby, her husband and two brothers, teaching 
three classes of stammerers not to stammer: lives 
in a seven-room apartment which always 
clean, and considers a maid unwarranted ex- 
travaganece, 

So much for what we know and what we do 
not know. Now for what we think. Apparently 
it is the best opinion, and it seems reasonable to 
suppose, that pregnaney and labor throw some 
added strain on the heart if it is normal. We 
infer fairly enough that they do on the heart 
with chronie endocarditis; in the majority of 
eases the heart with chronie endocarditis stands 
the strain: in some it does not. How this matter 
is thought of depends not on the faets, which are 
pretty much the same everywhere, but on the 
feeling of the given community and the temper 
of the individual obstetrician in regard to these 
facts. | in 


is 


Thus we find the Continental Sehoo!l 


between the opinions of Webster, Newell and 
Lusk, for instance, on the one hand, and Eisen- 
bach, Kreiss and Hirst, on the other, is not based 
on the difference in facts at their command, but 
on a temperamental difference in their ways of 
looking at the same facts. 

Granting then, that, on the whole, it is the 
accepted view that a chronic valvular heart dis- 
ease introduces a considerable element of added 
risk to pregnancy, what is on the whole the best 
way to handle the matter? This brings us to a 
more minute consideration of the opinions of the 
men whose papers we have reendliy considered, 
and I am obliged to begin with a general criti- 
cism of practically all ‘‘Cardio-Pregnancy’’ lit- 
erature which we have examined, including, I 
may add, all the more modern text books of ob- 
stetrics. I hesitate to make the criticism because 
it applies so generally. All ‘‘Cardio-Pregnancy”’ 
literature insists too much that each case 
must be handled individually, and then 
proceeds with great care not to do it. All medi- 
eal problems in the individual must be handled 
individually, but when we are trying to learn 
from the work of others what their experience 
has taught them regarding a given medical prob- 
lem or while we are trying to teach our experi- 
ence to others, it is primarily necessary that we 
have some classification that will enable the 
learner to visualize the teacher’s case so that he 
may place it side by side with his own. 
‘*Cardio-Pregnancy’’ literature appears to us 


thoroughly to lack any classification, and 
until some classification is made, it seems 
to us impossible to teach or learn much 


it. Even cardiac pregnaneies possess 
only so many variations——a limited num- 
ber. Why not, then, take them one by one and 
outline, with the reasons, what is thought should 


from 


de done for each. Over and over again, reading 


the literature we wonder what the actual condi- 
tion of the given patient was at the moment be- 


ing diseussed, and we find that there is no given 
patient, that we are reading a composite of 


generalities. Let me cite an mstance, because 
this failure truly to individualize is the big rea- 
son why it is so hard to learn anything from 
others on the subject, and this in turn is why 


the handling of the subject is so variable. ‘‘I 
‘feel that only when the patient is very young 
and strong, the cervix soft, and the lesion not 


extensive, should this method be chosen.’’ This 


sentence occurs in the midst of one of the betier 
papers of the group considered, 
nothing in it or its context to tell whether the 
author is talking about a woman with a pulse of 
120 or of 72, 


yet there is 


intermittent or regular, whether 


the literature we have surveyed optimistic on the she has edema of the lungs and eyanosis or is 


subject- some women die, yes, but. on the hole, 
results are pretty good; while the Ameriean 
School (with some exceptions) takes a_pessi- 
mistie stand.—eardiae cases are dangerous,—we 
should forestall trouble. I state this obvious 
fact beeause I wish to show that the difference 


a perfectly compensated double mitral—iie 
words ‘‘extensive lesion’’ mean one thing to 
one, another to another, nothing very definite 
to either. She may be ever so young and very 
strong, but how can we learn from that what the 
author thinks he should do to her in various 
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states of cardiac disease or what we shall do at 
the bedside of our patient who is very young 
and very strong, too, but who is also in a per- 
fectly definite stage of cardiac compensation or 
decompensation. I believe this illustrates a 
vital loss in most of the literature of our subject 
from the standpoint of instruction. We must 
learn from work more specific. 

By far the most significant papers we have 
looked at are those of F. 8S. Newell’ and 
Cc. H. Lawrence*®®. The first has been quoted 
at length. I shall make use of its ideas in my 
exposition of the obstetrical side of the ques- 
tion. In C. H. Lawrence’s paper, ‘‘ Failing 
Cardiac Compensation in Pregnancy,’’ are laid 
down certain principles for guiding a cardiac 
through pregnancy, watching to catch fail- 
ing compensation early, to meet it medically 
prepared, to know when to interfere and how 
medically to handle the patient most wisely dur- 
ing and after interference and in the presence 
of cardiac emergencies. Its chief merit is that 
it is definite and specific, not vague and general. 
Various internists may disagree with the details 
of treatment or maintain that the emphasis 
should be laid more strongly on certain factors 
in treatment and less strongly on others than is 
done, but this does not detract from the great 
value of the paper to obstetricians because it is 
the single example that we have been able to 
find which takes up the medical side of the mat- 
ter in hand with any degree of definiteness and 
specificity. I will therefore use quotations from 
it to cover briefly the medical aspects of the 
treatment of cardiac disease in pregnancy. 

‘‘Therefore,’’ he says (in view of the risk 
that pregnancy will by itself or its complica- 
tions bring about a greatly increased demand on 
the heart), ‘‘in estimating the ability of any 
heart to meet the demands of pregnancy, the 
margin of safety demanded must be a wide one 
_ and the estimation of cardiac compensation and 
reserve must be based upon thorough and pains- 
taking examination of the circulatory apparatus 
and upon the understanding that the patient 
must be very closely watched during pregnancy 
and labor for signs of failing compensation.’’ 
He then proceeds to detail the earlier signs of 
decompensation or, as he terms it, ‘‘of sub-effi- 
cient cireulation’’ coming before the classical 
signs of dyspnoea, edema, tachycardia, etc. 
These are, briefly, periods of slight debility in 
the past history, insomnia, slight cough, the 
trial of the pulse rate as described by Tuzkai, 
the variations in pressure described by Schoon- 
—— slight elevation in respiration, the pulse 

eficit. 

‘Given a patient who has had slight failure 
of compensation. .... thé decision must be made 
at this point as to whether the uterus should be 
emptied, and if the latter course be decided up- 
on, it must be carried out at once...... for if 
the physician hesitates further he is likely to 
encounter conditions which make waiting and 


interference alike hazardous. If the patient 
has had a previous break or several periods of 
sub-efficiency it is the writer’s belief that preg- 
nancy should be allowed to continue for one 
reason only,—that the patient, in full knowledge 
of the risk she runs, refuses to forego the chance 
of bearing a child.’’ 

He concludes: ‘‘pregnancy and imperfect 
cardiac compensation are incompatibles and 
their co-existence constitutes always a grave 
menace to the patient. One or the other must 


maintainable under ambulatory conditions or 
pregnancy must be terminated. And if the pa- 
tient’s life is to be saved, the decision must be 
reached before the latter method of settling the 
question becomes too hazardous.’’ 

So much for the medical side of the matter, 
which we consider should always be handled by 
an internist, one, if possible, whose experience 
with cardiaes in pregnancy is extensive. 

It should be borne in mind, and it will be con- 
stantly reiterated, that every case under consid- 
eration in the following pages has been raised 
by medical treatment to its highest point of cir- 
culatory efficiency. This is not impracticable, 
because if we leave out the rare cases of sudden 
death which occur in cardiac disease, there never 
was a case of valvular disease complicating 
pregnancy, whose circulatory efficiency was not 
proved by rest and medical treatment, unless 
the case was moribund. Many cases that have 
not been properly watched and treated, seen ap- 
parently dying, have been saved, temporarily at 
least, by proper medical treatment; whereas 
many cases moribund have been killed by im- 
mediate operation before venesection and ap- 
propriate medical treatment have improved the 
condition enough to make delivery somewhat 
safe. But there comes a time in the treatment 
of every decompensated cardiac when her cir- 
eulatory efficiency has been raised to a point 
where she is either fit to continue her pregnancy 
or where she must be forthwith delivered, be- 
cause she is now at her high point as an opera- 
tive risk. If she belongs in the former class, her 
care remains medical; if in the latter, obstet- 
rieal, and it is this latter class I now wish to 
consider. How, then, shall we deliver patients 
with cardiac disease, not in labor, when in our 
opinion or the opinion of the medical consult- 
ant they should be delivered ? 

Certain factors in the patient’s condition 
determine what method of delivery should be 
selected. These factors are: 

1. Period of Pregnancy. 

2. Degree of Sub-efficient Circulation or De- 
compensation. 
an _ Parity or more truly the Condition of the 

rvix. 

Regarding the third of these conditions, we 
will use the terms primipara and multipara, it 
being understood that these terms refer not 
necessarily to the number of babies the patient 


be eliminated, either good compensation must be < 


@ 
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has had, but to the character of her cervix. 

The 1° and 2° decompensation have been 
defined earlier in this paper; the term sub- 
efficient circulation means simply that the given 
case has come back from a 1° or 2° decompensa- 
tion under medical treatment, but that the in- 
ternist feels she must, nevertheless, be now de- 
livered, because she will not stand the remain- 
der of her pregnancy and because he feels to 
chance another break would jeopardize her too 
much. 

There are at our command the following pro- 
cedures when we must deliver a cardiac before 
labor has begun: 

1. Normal Delivery after Induction with 
Voorhees Bag or Pack or Bougie. 

2. Instrumental and Manual Dilatation and 
Extraction. 

3. Dilatation and Curettage at One Sitting. 

4. Vaginal Hysterotomy. 

5. Voorhees Bag, Version and Perforation 
and Extraction. 

6. Abdominal Caesarean Section. 

7. Bag, Forceps at Full or Nearly Full Dila- 
tation. 

I believe the facts we should consider with re- 
gard to these procedures are as follows: Normal 
delivery is, statistically as well as theoretically, a 
bad procedure in cardiacs which are decom- 
pensated in any degree or which have decom- 
pensated and have become compensated under 
treatment. We have shown that the mortality 
series showed a much higher number of normal 
deliveries than the series that recovered. In- 
strumental and manual dilatation and extrac- 
tion is also, according to the statistics, a bad pro- 
cedure in cardiacs because of shock. 

I believe, therefore, that normal delivery 
and instrumental and manual dilatation may 
be ‘ruled out of consideration in this connection. 

Dilatation and curettage, emptying the 
uterus at one sitting under morphine anesthesia 
with ether added when necessary, is, I believe, 
the method of choice in the first three months on 
all cardiacs requiring therapeutic abortion at 
this time. The two points arising at this period 
of pregnancy are question of method and ques- 
tion of anesthesia. The slight shock of dilating 
the cervix in these months sufficiently to extract 
the ovum is overbalanced by the longer time and 
the labor required to empty the uterus, and the 
somewhat added risk of infection in patients 
known to have lowered resistance, by slow in- 
duction, by pack, bag or bougie, though it is 
fair to say that an unusually tough cervix, 
especially if the patient is in the third month, 
will render it better judgment to resort to the 
slower methods in primipara with sub-efficient 
circulation or 1° decompensation or to vaginal 
hysterotomy in a primipara with 2° decompen- 
sation. 

Regarding anesthesia, the author regrets lack 
of experience with spinal, but feels it worthy of 
much consideration in 2° decompensated cases in 


the first three months, but feels its inherent risk 
too great to justify its use at this time in cases 
with sub-sufficient circulation or 1° decompensa- 
tion. Omitting this from further consideration, 
morphia and ether are the two anesthetics of 
choice in all cardiac cases. What can be done 
under morphia without getting a reaction which 
may be expected to work circulatory harm, 
should be done; when this reaction is attained, 
ether should be added. Cardiacs in all stages 
of decompensation stand ether, properly given, 
well, as a rule. Pneumonia, however, is, as we 
have seen statistically, a grave and not infre- 
quent complication of this condition, and it must 
be supposed that ether somewhat increases the 
danger of this complication. This and the excite- 
ment stage, which should always be controlled 
by morphia, are the two real ether dangers. 
Much morphia, little ether should be the rule 
when the viability of the child is not in question, 
together with an even, carefully administered 
anesthesia. When available, oxygen should be 
used in combination with the ether; this may be 
handily done in a Flagg nitrous-oxide-oxygen 
machine with ether attachment, and respiratory 
difficulty during the anesthesia is considerably 
lessened by its use. 

The next method of delivery which we must 
consider is vaginal hysterotomy. This has its 
special applicability in the fourth, fifth and 
six months when we are still dealing only with 
the mother. The question resolves itself into 
whether patients at this time with sub-efficient 
circulation or 1 or 2° decompensation, primipara 
or multipara, will best stand two-stage delivery 
with some labor or a quick surgical operation. 
Concerning two-stage delivery, induction with 
pack or bag at this time, certain disadvantages 
confront us, as follows: (1) the patient has 
labor, (2) labor is apt to be prolonged from the 
often relative inactivity of the uterus in these 
months, (3) the use of a pack or bag, we believe, 
especially in a cardiac with known lowered re- 
sistance to infection, offers a real, though slight, 


ladded risk of infection, (4) on top of which 


manual extraction of the fetus and more often 
of the placenta, is very frequently necessary in 
these months, adding invasion of a less resistant 
uterus through a previously bagged vagina to 
the danger. We believe these risks are not 
great, but that they exist and must be consider- 
ed. Vaginal hysterotomy is usually easy of ac- 
complishment in these months if the cervix will 
pull down. It takes from 25 to 45 minutes, it 
is very free from shock, it is as free from risk of 
infection as any surgical procedure through the 
vagina, it is shortened in these months by per- 
foration of the non-viable fetus. Its disadvan- 
tages are that it needs plenty of hancs and 
good light, that it is occasionally anatomically 
difficult or impossible that,—as certain German 
authors have pointed out, —if passive congestive 
is extreme, is prone to be accompanied by severe 
hemorrhages which, I feel, is not in itself 
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dangerous to the patient, but by overbleeding. 
her, aids to the risk of infection and, by blurring 
the field, renders the operation technically more 
diffienlt. I believe that vaginal hysterotomy 
with perforation, is the operation of choice for 
induction in all primiparae and multiparae dur- 
ing the fourth, fifth and sixth months of preg- 
nancy with sub-efficient circulation or 1 or 2° 
decompensation when circumstance and adverse 
anatomical conditions do not prevent its ready 
accomplishment, with morphine-ether-oxygen 
anesthesia (or spinal anesthesia in patients with 
2° decompensation) ; that the alternative is pack 
or bag induction—bag without the pack prefera- 
bly—labor under morphine with operative inter- 
ference accompanied by simple perforation 
when sufficient dilatation has been obtained to 
get the perforated head through, version being 
the operation of necessity. 

I also believe that vaginal hysterotomy is 
the operation of choice in cases in the seventh 
and the eighth month, primipara and multipara, 
with 1° and 2° decompensation, and that the 
second choice in these cases is Voorhees bag, 
forceps at full or nearly full dilatation. My 
reasons for this choice will develop under dis- 
cussion of abdominal Caesarean section which 
we will now take up. There are 5 distinct dis- 
advantages to abdominal section in decompensat- 
ed heart cases. (1) Huntington has pointed 
out that this operation is very prone to disten- 
tion in general, that it is especially so in de- 
compensated cardiacs. Lawrence states that 
distention, abdominal or even gastric, has more 
than once been sufficient to change the condition 
of the heart from good to fair, from fair to poor, 
and, though he does not state it specifically, it 
seems reasonable to assume from bad to cessa- 
tion of function. It is true, however, that 
pituitrin and less intestinal preparation and not 
walling off the uterus, keep distention down in 
abdominal Caesarean section to a great extent; 
how true this is in cases with decompensated 
cardiac disease, has yet to be shown, but these 
facts certainly lessen the force of this argument. 
(2) Cardiaes have a lowered resistance to in- 
fection in general, and concealed edema in the 
abdomen results in an added local peritoneal 
loss of resistance (Lawrence). It is impossible 
to foretell this peritoneal edema before opera- 
tion. A cardiac, especially one in 1° or 2° de- 
compensation, runs an added risk of peritonitis ; 
therefore if operated abdominally, this will kill 
her; with a pelvic infection she will probably 
recover. (3) <A certain definite percentage of 
laparotomies develop acute gastric dilatation. 
A cardiae with decompensation would fare bad- 
ly if acute gastric dilatation intervened. (4) 
Embolus is the unfortunate and unpreventable 
cause of death, increasing the mortality some- 
What in almost every series of Caesarean sec- 
tions. Because it is unpreventable does not alter 
the fact that it is much more frequent following 


Caesarean section than following delivery from 


below, and it seems to me that it is much more 
likely to occur in cases with venous stasis than. 
in eases with efficient circulation. (5) With 
Caesarean section, the uterus is emptied more 
rapidly than by delivery from below, with the: 
consequent more rapid alteration of circulation, 
which puts an additional strain on an already 
weakened myocardium. 

I believe these objections carry sufficient 
weight to rule out abdominal Caesarean section. 
in the seventh and eighth months in cases with 1 
and 2° decompensation. In the seventh and 
eighth months we have two patients instead of 
one. Conditions are otherwise changed from the 
previous months. The uterus in the seventh 
month gets to be a better working organ, the 
mechanism of placental separation works better ; 
in short, the conditions which rendered induc- 
tion by the bag risky, are improved and are cor- 
respondingly less dangerous, but in the seventh 
and the eighth month with a primipara or 
multipara who has regained compensation, but 
has a sub-sufficient circulation and so must be de- 
livered, we do not wish a prolonged labor, not 
only on the mother’s account, but on the child’s. 
as well. The baby’s chances at seven and eight 
months are much better by abdominal section 
than by forceps, version or normal delivery. The: 
risks to the mother from abdominal Caesarean 
are slight in compensated cases. Vaginal hys- 
terotomy presupposes a forceps or version with 
a poorer fetal prognosis. Bag induction pre- 
supposes a normal delivery or forceps or version, 
all with a worse fetal prognosis. I believe, there- 
fore that abdominal Caesarean is the operation 
of choice in primiparae and multparae in the 
seventh and the eighth month, compensated with 
sub-efficient circulation, and that vaginal hys- 
terotomy is the operation of choice in these 
months in all cases with 1 and 2° decompensa- 
tion when this operation is possible by circum- 
stance or anatomy. If this is for any reason 
impossible, I believe it best to induce labor with 
the Voorhees bag and terminate it immediately 
with forceps at full or nearly full dilatation. 

We may now consider patients at term. Here 
again conditions are altered. The child being 
at term is capable of offering its normal re- 
sistance to operative procedures from below. 
This, in general, renders abdominal Caesarean a 
less desirable or necessary procedure from the 
baby’s standpoint. Vaginal hysterotomy is 
ruled out of consideration by the danger and 
difficulty of extracting a full term child in this 
manner. This, of course, depends on the size of 
the child and somewhat on the given mother’s 
pelvis, but its applicability would be the excep- 
tion and we will therefore omit it from further 
consideration. Because abdominal Caesarean 
section is the safest method of delivery for the 
mother in cases that have decompensated and 
regained compensation under treatment, because: 
such a case should be the woman’s last chance 
for a baby, because abdominal section is safer 
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for the baby than any delivery from below, and 
because it is fair to sterilize these patients 
(especially if decompensation has developed 
under good care), I believe abdominal Caesar- 
ean section the method of delivery of choice in 
primiparae and multiparae at or near term, 
compensated with sub-efficient circulation. 

For patients at or near term with persisting 1° 
or 2° decompensation, two questions must 
answered: (1) how much strain does the first 
stage of labor throw on a heart with decom- 
pensated valvular disease? (2) how long may 
we expect it to take for Voorhees bag to dilate 
the cervix of a cardiac at term to full or nearly 
full dilatation? Huntington states that the first 
stage of labor must cause considerable strain on 
the heart because the pulse usually rises through 
the first stage in patients with normal heart. 
This seems to us inadequate proof and we have 
not observed that it invariably occurs, but it is 
reasonable to suppose that due to the constantly 
changing circulation caused by the first-stage 
contractions, a certain amount of strain of ac- 
commodation is put on the heart in this stage. 
Statistically, however, as near as I can judge, 
and from my experience, cases with restored or 
sub-efficient circulation show little sign of this 
strain, and by lowering the threshold of pain 
appreciation and reducing physical activity 
with a moderate amount of morphia, and by 
shortening this stage with the Voorhees bag, I 
believe the strain is not great. Regarding the 
second question, statistics furnished by C. D. 
Reed, who has recorded the induction of 100 
non-cardiac cases with the Voorhees bag, furnish 
us with data for an answer. He found the aver- 
age length of time in his series to be three hours 
and twenty minutes and that it was rarely over 
four hours. If this is true in non-cardiacs the 
first stage will probably be still shorter in cardi- 
acs. It must be said, however, that occasionally 
the bag does not work at all, and that having 
used it, Caesarean section later is practically 
ruled out, but we think that it is not common 
for the bag to fail, especially if we limit its use 
in cardiacs to cases with 1 and 2° decompensa- 
tion which have a soft cervix from congestion. 
The suspicion that bags are likely to give rise 
to infection is not borne out by the literature 
available and we consider the slight risk of this, 
which we personally believe exists, to be of no 
account in comparison with the risks of other 
procedures in this condition. In regard to seo- 
polamine-morphine anesthesia, as suggested by 
Polak’s article, the author regrets lack of experi- 
ence. It would be an ideal form of anesthesia 
for the first stage of cardiaes, at least, in theory. 
Some few cases of this form of anesthesia ob- 
served by the author resembled a Roman cir- 
cus, therefore it is our feeling that before using 
this method on eardiacs the technic should be 
very carefully worked up on non-cardiacs. Bear 
in mind these considerations and those which 
have gone before, especially with regard to what 


the author considers to be the very real dangers 
of Caesarean section in definitely decompensated 
cardiacs, I believe, that the wisest method of de- 
livery in primiparae and multiparae at, or near 
term, who have been raised to the highest point 
of circulatory efficiency and must be delivered, is 
Voorhees bag induction, normal first stage under 
morphine or morphine-scopolamine, ether (or 


be | spinal in the 2° decompensated cases) and ex- 


traction at full or nearly full dilatation. When- 
ever the Voorhees bag is used in the treatment 
of cardiaes as outlined, a two pound weight 
should be attached to the stem and sufficient di- 
latation  should‘be attained to introduce the bag, 
which corresponds in size to the baby’s head, so 
that but one introduction will be necessary to 
obtain full, or nearly full dilatation. 

Two other classes of cardiac disease in preg- 
nancy need mention. 

(1) The treatment of a cardiac who has come 
to term without ever showing any degree of 
sub-efficient circulation or decompensation. The 
question naturally arises whether such a case 
shall be saved all labor by elective Caesarean 
section, whether she shall be- permitted to de- 
liver herself if she will do it without signs of 
circulatory embarrassment or whether she shall 
have her first stage made as easy and short as 
possible with immediate delivery at full or near- 
ly full dilatation. The decision here should de- 
pend on the lesion itself, on the condition of the 
cervix, on the probable character of the labor as 
near as can be guessed, and on the relative size 
of the baby and the pelvis. Normal delivery in 
these cases in any event does not seem justifiable 
in view of the data here collected, even though it 


must be accepted as true that many of these | 


cases will deliver themselves without apparent 
harm. Cases with mitral insufficiency should be 
delivered from below in these circumstances. 
Cases with pure or nearly pure mitral stenosis 
should be delivered by abdominal section in 
these cases. In the commoner double mitral 
lesion the decision will rest on a consideration of 
the cervix, the relation of the baby’s head to the 
given pelvis and the probable character of the 
labor. Multiparae, then, will as a rule be deliver- 
ed from below, with forceps at full dilatation, 
after the first stage, made as easy and short as 
possible.‘ Primiparae may be given a Six- oF 
eight-hour test of labor, during which time the 
character of the labor and its results in progress 
in dilating the cervix, together with the reac- 
tion of the circulatory system to the first-stage 
pains, may be observed and the decision for or 
against abdominal section made on this basis. 

(2) Cardiacs in various stages of decompensa- 
tion seen for the first time in labor. I believe 


‘these cases should be treated along lines which 


the above statements include, namely, avoidance 
of normal delivery and accouchement force, 
shortening or preventing second stage by. opera- 
tive procedure, shortening and reducing pain 
and excitement of first stage by. the Voorhees 


\/ 
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bag and morphine or morphine and scopola- 
jnine, abdominal” “early in labor in suit- 
able cases. 

“~The appended chart serves both as an outline 
of what the author considers a proper classifica- 
tion for the handling of decompensated heart 
eases in pregnancy and as a summary of his 
present belief as to the wisest obstetrical hand- 


tially a very serious condition for mother and 


child, and the handling of these cases requires 
the utmost attention and skill, frequent prenatal 
observation being an absolute necessity in all 
chronic valvular cases complicating pregnancy. 
8. Half of these cases not under good previ- 
ous care for their heart condition, which show 
decompensation, will recover sufficiently under 


ling of these cases. 


Cnuoirce OF METHOD OF DELIVERY OF a 


COMPENSATED WITH SUBEFFICIENT 
CIRCULATION 


medical treatment, rest and the proper regula- 


DECOMPENSATED 1° 


First RAISED TO HIGHEST POINT OF CIRCULATORY 
FFICIENCY. 


DECOMPENSATED 2° 


*PRIMIPARA MULTIPARA *PRIMIPARA *MULTIPARA *PRIMIPARA *MULTIPARA 
lst Morphia, Morphia, Morphia, Morphia, Morphia, Morphia, 

2p ether-oxygen, ether-»xygen, ether-oxygen, ether-oxygen, ether only ether only if 

3D and C. D, and C. D, and C, and C. necessary, necessary, 

Monts D. and C. and Cc, 
Vaginal Vaginal Vaginal Vaginal Vaginal Vaginal 
hysterotomy hysterotomy hysterotomy hysterotomy hysterotomy  hysterotomy 

4TH Perforation Perforation Perforation Perforation Verforation Perforation 

ST A. C. Head A. C. Head A. C. Head A. C. Head A. C. Head A, C. Head 

Mostus 2d choice: 2d choice: 2d choice: 2d choice: 2d choice: 2d choice: 
Bag. Version Bag. Version Bag, Version Bag, Version Bag, Version Bag, Version 
Perforation Perforation Perforation Perforation Perforation Perforation 
Abdominal Abdominal Vaginal Vaginal Vaginal Vaginal 
Caesarean Caesarean hysterotomy hysterotomy hysterotomy  hysterotomy 

Stn tion if living chil- 2d choice: 2d choice: 2d choice: 2d choice: 

Montirs dren Bag, Forceps Bag, Forceps Bag, Forceps Bag, Forceps 

at full dila- at full dila- at full dila- at full dila- 

tation tation tation tation 
Abdominal Abdominal Bag, Forceps Bag. Forceps Bag, Forceps Bag, Forceps 
Caesarean Caesarean at fullor atfullor at full or at full or 

Tenu (?) steriliza- sterilization nearly full nearly full nearly full nearly full 
tion if living chil- dilatation dilatation dilatation dilatation 


* Applied to type of cervix. 


fren 


CONCLUSIONS. tion of their lives so that they do not again de- 


The following conelusions are drawn from this, 


study of chronie valvular heart disease in preg- 
nancy and labor. | 
1. 1-2%% of pregnant woman have chronic 
en locarditis, 
2. 15-20% show some decompensation under 
prenatal eare, half these 1° decompensation, half 
2~ decompensation. 


with or without insufficiency, are far likelier to 
deeyupensate in pregnaney than cases with 
sinle insuffieiency. 


The maternal mortality of chronic val-, 


vular 


requiring induetion, and 2° decompensation in 
labor, is 45%. 

>. Mitral stenosis is almost always present in 
fats! eases. 

*. Fetal mortality runs from 10%, in a series 
inclnding all eases, to 40% in cases with 2 
decompensation. 


9. Many chronie 


3. Cases with stenosis of the mitral valve, | 


disease in pregnancy is 2%. The maternal | 
mortality of eases showing 2° decompensation, | 


compensate, and so that they will stand any ap- 
propriate method of delivery at term. 

valvular heart cases ecom- 
pensated and with only slight degrees of decom- 
pensation and some with 2° decompensation will 
safely deliver themselves if allowed to. Though 
this fact is undeniably true, theoretically, and 
with what data we have at hand, it should not be 
allowed. 

10. Normal delivery and accovchement foreé 
have no place in the treatment of chronie val- 
vplar heart cases in pregnancy or labor. 

It is not justifiable to attempt to carry a 
woman who is decompensated to term for the sake 
of her baby unless she reacts favorably to treat- 
ment almost immediately, especially as the fetal 


‘mortality in these cases is so high that we over- 


risk the mother for the sake of a problematical 
child. 

12. ‘‘Cardio Pregnancy literature’’ on the 
whole is inadequate because no classification is 
used to determine the factors in the cases under 
discussion. Some classification is deemed neces- 


_ 7. Chronie valvular heart disease complicat- 
Ing pregnaney is, in view of these figures, poten- 


‘sary which will visualize, at least, the period in 


’ 
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pregnancy, the degree of decompensation and 
the character of the cervix and whether or not 
the patient is in labor. <A tentative classification 
is offered in this paper and there is no briefer 
‘way to summarize the obstetrical handling of the 
eases under discussion than is done in this table 
ds classification and the two paragraphs preced- 
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THE TECHNIC OF ABDOMINAL CESA- 
REAN SECTION, AND A REPORT OF 
SIXTY CASES. 


By Ropert C. Cocnrane, M.D., Boston. 


Tue technie described in this paper is essen- 
tially that employed by Dr. J. C. Hubbard, with 
whom the writer is associated, and the great 
majority of the cases reported are his cases. 

In surgery, the best results are obtained by 
the operator who endeavors to keep his technic 
as simple as possible, and who, having deter- 
mined the best procedure, always does an opera- 
tion the same way. In this way confusion is 
eliminated, unnecessary assistants may be dis- 
pensed with, and the operator himself can do 
more skilful work. The patient needs less anes- 
thesia and there is less danger of surgical 
shock. Abdominal Cesarean section by its very 
nature lends itself to simplification and 
standardization. 

If the operation is to be performed on a fixed 


date, the patient is given a simple preparation 
the previous night. We believe that the most 
frequent cause for post-operative distention in 
these cases is too drastic a cleansing of the ali- 
mentary canal. Most patients were formerly 
given a generous dose of castor oil. Our pa- 
tients are given no catharsis, and a simple low 
enema, repeated, if necessary, the morning of 
operation. 

The abdomen is shaved and scrubbed with soap 
and water, followed by alcohol, and a sterile 
dressing applied. This dressing is removed at 
the time of operation, when the patient is suffi- 
ciently anesthetized, and the abdomen painted 
with half-strength tincture of iodine (3%4%). 
If it is an emergency operation, the preparation 
consists of a dry shave, e, and full- 
strength (7%) iodine. 

Two assistants, the anesthetist and somebody 
competent to resuscitate the baby, are necessary. 
This latter person is next in importance to the 
operator because, sometimes, Caesarean babies are 
very difficult to resuscitate; and should the baby 
ae usually the whole point of the operation is 
ost 


The instruments used are two scalpels, two 
pairs of scissors, two pairs of tissue forceps, and 
six hemostatic forceps. Seldom are more in- 
struments used, but for emergencies a needle- 
holder, Cleveland ligature-carrier, and two 
hysterectomy clamps and a medium-sized re- 
tractor are put into the kit. 

The needles used are of two kinds. For all 
the uterine sutures, peritoneum and fascia, a 
moderately large straight round needle is used. 
The skin sutures are placed with straight- 
cutting pointed needles. 

The incision is made in or just to the right of 
the median line, about six inches long, and from 
the umbilicus down. The length depends some- 
what on the size of the baby, but in any case, 
after the abdomen is closed it will be found 
to have shortened considerably because of the 
involution of all the tissues. The abdominal 
wall is very thin, as a rule, and is quickly incised 
and the abdomen opened. It is rarely necessary 
to stop for bleeding in the abdominal wound. 
The low abdominal incision is purposely made, 
because it makes the uterus more accessible and 
allows the operation to be done without the use 
of walling off packs. Save in one ease of re- 
peated section, no adhesions of consequence 
have been encountered. The uterus is never de- 
livered upon the abdominal wall unless for a 
special reason, e. g., when sepsis is feared and a 
Porro operation is to be done. 

The abdomen having been opened, the second 
assistant now places a hand on either side of 
the abdomen, and with firm pressure steadies 
the uterus so that it will not rotate while being 
opened. With a clean knife, the anterior wall 
of the uterus is incised in the median line down 
to the membranes. Many times the placenta 
will be found presenting in the uterine wound. 
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This may be cut through or shoved aside. No 
attention is paid to hemorrhage, as it will stop 
considerably when the uterus is emptied. The 
membranes are now incised, a hand shoved into 
the uterus, a foot grasped, and the baby ex- 
tracted. The assistants, meantime, have placed 
two clamps on the cord and cut it between 
them, and the baby is handed over to somebody 
for resuscitation. 

One cubic centimeter of aseptic ergot is 
usually given intramuscularly by the nurse as 
the abdomen is being opened. Usually by the 
time the baby is extracted the uterus has begun 
to contract well. If it has not, another ampoule 
of ergot or pituitrin may be given, and involu- 
tion of the uterus is further promoted by ma- 
nipulation. 

A finger is now hooked into the uterine in- 
cision and the uterus lifted up into the abdom- 
inal wound, An unfolded towel is tucked under 
the fundus to protect the abdominal contents. 
The placenta and membranes are extracted, tak- 
ing care to get the pouch of membranes which 
extends down into the cervix. A gauze strip is 
placed inside the uterus to take up bleeding 
while sewing up, and this is removed before the 
last two sutures are put in. For suture material 
No. 1 chromic catgut is used everywhere, save in 
the skin. The sutures in the uterine wall go 
down to, but not through the endometrium. 
They are interrupted and are tied as they are 


placed, thereby saving considerable time. Eight | la 


or ten are usually enough. This line of sutures 
is now buried by a continuous right-angled or 
Lembert suture in the peritoneal covering of 
the uterus, which does much to prevent adhe- 
sions. Not much fluid will be found in the ab- 
domen, and no attempt is made to wipe it out. 
The uterus is given a final squeeze to express 
clots, and the peritoneum is then closed with a 
continuous suture, Interrupted sutures are 
used in the fascia, although sometimes it is so 
thinned out that it is difficult to find as a dis- 
tinct layer. Two or three stay sutures of silk- 
worm gut are next placed, but not tied at this 
stage. The skin wound is then closed with in- 
terrupted silkworm gut sutures, and a rolled-up 
pad placed over the wound, over which the stay 
sutures are snugly tied to prevent oozing in the 
wound. The dressing is applied and fixed by a 
Scultetus binder, overlapping the ends from 
above downward, to exert pressure on the 
fundus of the uterus. A sterile vulval pad is 
also applied and fastened to the binder. It is 
well to note whether or not there is sufficient 
flowing from the vagina, because sometimes the 
cervix of a patient who has not been in labor 
is not dilated, and later it may be necessary to 
dilate the same because of retention of the 
lochia in the uterus. 

_ In this paper it is not proposed to discuss the 
indications for Cesarean section in general. 
Enough has recently been written upon that 
subject. Merely the indications in the cases to 


be reported will be given, together with such 
facts as seem of interest. They are as follows: 


ELDERLY GRAVIDA. 


1. Age 38. Hydatidiform mole 13 years . 
Mental breakdown one year ago. . — 
2. First pregnancy, macerated fetus. Second 
pregnancy, six months’ miscarriage. Mental break- 
down over possible loss of this baby. 
. Age 44. Primipara. 

4. Elderly primipara with tremendous fibroid 
uterus which became incarcerated at three months, 
and was freed with difficulty. Section followed by 
hysterectomy. 

_ 5. Age 41. Primipara, with toxemia increasing 
in spite of treatment. Twins, 6% and 6% pounds. 

6. Age 43. Primipara, married 10 years. 

7. Age 40. Primipara with partly detached 
— Baby resuscitated with difficulty. Lived 

urs. 


8. Primipara, married 12 years. 

9. Age 42. Primipara, with ruptured mem- 
branes. Second section one year later. 

10. Age 41. Primipara. 


JUSTO-MINOR PELVIS. 


1. First baby lost. This pregnancy, transverse 
presentation. 
zs Primipara with floating head. Given test of 
abor. 

3. Pelvic inclination also faulty. Four Cesarean 
sections. 


he Undilated os and high head after test of 


r. 
5. First delivery, high forceps followed by severe 
post-operative shock. Two Cesarean sections. Both 
large babies. 

6. Thirty-five-year-old primipara seen in consul- 
tation. Hard labor for 16 hours with tonic uterus. 
Anxious for living baby. Maternal death on fifth 
day. Peritonitis? Great deal of post-operative dis- 
tention, not much relieved by an enterostomy. No 
pus found. 

7. Two sections. 


PELVIS. 


1. Previous operation for atresia of vagina. 

2. Seen in consultation. First two babies very 
difficult forceps deliveries and sustained permanent 
disfigurements. In labor six hours. Breech pres- 
entation. 

. Two sections. : 

4. First baby normal, but difficult fo deliv- 
ery. Two succeeding babies had ascites and did not 
live. Fourth pregnancy, Cesarean section. Done at 
8 months on medical advice, in hopes of getting 


healthy baby. Fetal activity had been ng. 
Macerated fetus. Fifth pregnancy, Cesarean sec- 
tion. Labor began at 6 months. Also ascitic baby. 


MALE PELVIS. 


1. 
2. Age 38. First pregnancy; vaginal Cesarean 
section at 7 months for toxemia. Craniotomy. 


TOXEMIA. 


1. Increasing in spite of treatment. 
2. Increasing in spite of treatment. Blood pres- 
sure, 200. 
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3. After first baby, two operations for prolapse, 
done abroad. Cervix protruding from vagina. Tox- 
emia in last week, which increased rapidly in spite 
of treatment. 

4. Consultation. Toxemia not reported until 
after operation. High head; no progress in hard 
labor. Post-partum eclampsia. Died on fifth day. 


DIFFICULT FIRST LABOR. 


1. First baby lost. Difficult high forceps. Recto- 
vaginal fistula, twice repaired. Eight years later, 
— pregnancy. Cesarean 10 and 15 years 
ater. 

2. First baby lost. Two sections. 

3. First baby lost (premature); post-partum 
eclampsia. Second pregnancy, high head with rup- 
tured membranes. 

4. First delivery by high forceps for uterine 
inertia. Complete tear and subsequent repair. 
Cesarean 4 years later. 

5. Two babies lost by forceps deliveries in hands 
of expert obstetricians. 

6. Consultation. First delivery, hard forceps. 
Second, transverse. Baby died. Third, Cesarean. 
Transverse presentation. Mother had sacro-iliac 
disease. 

7. First baby, hydrocephalic. Craniotomy. Sec- 
ond baby. large with well ossified head. Uterine 
inertia. Cesarean section. 


DIABETES. 


1. First baby lost. Cause? 
2, Test of labor. Cesarean section with novo- 
cain anesthesia. 


CARDIAC LESIONS, 


1. Double mitral disease. Slight decompensa- 
tion. 

2. Mitral regurgitation. Membranes ruptured 
before labor began. 

3. Mitral regurgitation. Had been decompen- 
sated, Second Cesarean at 6 months because started 
in labor. Heart competent. 

4. Mitral regurgitation. Slight decompensation. 


UTERINE INERTIA, 


1. In labor 24 hours. Poor and irregular con- 
tractions. Rigid soft parts. 


PREVIOUS CESAREAN SECTION BY OTHER OPERATOR, 


1. First Cesarean beeause of eclampsia at 8 
months. 
9. First Cesarean because of pelvic dispropor- 
tion. 
TUMOR OF CERVIX. 
1. Consultation. Bleeding necrotic tumor of 


Cervix. 
PELVIC DISPROPORTION,. 
1. First delivery by skilled obstetrician. Com- 
plete tear. Second, Cesarean; 11-pound baby. 
9 First delivery difieult. Bad tear. Second, 
large baby. 
3. First baby lost. Second, large baby. 


DISTORTION OF CERVIX, 


1. First, high foreeps delivery and manual dila- 
tation because of uterine inertia. Second, Cesarean. 


Cervix pointed back to hollow of sacrum. 
—_— after several hours in labor. Flabby meet 
cies, 

ELECTIVE CESAREAN. 


1. Pelvic measurements normal, but head hij 
n elected after situation explained to 
band and wife. 


In this series of cases there were two ma- 
ternal deaths. Both of these patients were seen 
in consultation after they had been in labor a 
considerable length of time. Without trying to 
dodge responsibility, it is only fair to say that 
the obstetrician has less chance of obtaining 
good results in another’s patients seen late in 
labor than he has in his own patients seen con- 
stantly. 

The first of these patients was suffering 
from toxemia; a vertex was presenting, but 
high, and in spite of hard labor for a number of 
hours, was not making any progress. There was 
so much edema of the vulva and vagina that 
ordinary methods of delivery were out of the 
question. She developed post-partum eclampsia 
and died on the fifth day. The operation was 
justifiable and was not the cause of death. 

The other patient was an elderly primipara 
seen late in labor, with a generally contracted 
pelvis and a tonic contraction of the uterus. 
She was anxious to have a baby. Delivery from 
below would have meant a very difficult opera- 
tion, with almost inevitable loss of the baby and 
grave danger to the mother. The patient was 
already in a hospital, and Cesarean section was 
decided upon. A large incision was made and 
the uterus was entirely delivered before opening 
it. Following the delivery of the baby a hyster- 
ectomy should have been done, as we now see 
the facts, but sepsis did not seem probable, and 
the usual routine was followed. From the see- 
ond day the temperature became elevated, and 
there was a great deal of distention. On the 
fifth day an enterostomy was done for relief of 
this condition, and at this operation no fluid was 
found in the abdomen, although no real explora- 
tion was made on aecount of the patient’s con- 
dition. She died the same day. This ease 
serves to emphasize the fact that there is a 
mortality in Cesarean section, even in the hands 
of well trained and careful operators, and that 
the possibility of sepsis in late eases should al- 
ways be borne in mind. 

There were no fetal deaths in this series that 
could be charged to the operation. One baby 
died in nine hours from prematurity. It was a 
six and one-half months’ baby, and the opera- 
tion was done solely because, having had a pre- 
vious Cesarean and starting in hard labor, it 
was deemed necessary to repeat the Cesarean. 
One baby died from intraeranial hemorrhage 
due to intra-uterine asphyxia from a partly de- 
tached placenta. This baby lived twenty hours. 
One baby died on the tenth day from umbilical 
sepsis. 

Of complications, there has been a striking 
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absence. The cervix had to be dilated in two 
patients because of retained lochia. Three pa- 
tients had a moderate phlebitis and made good 
recoveries. In all three cases the uterus was en- 
tirely delivered before incising it. Two of these 
patients were operated upon eleven years ago, 
and a portion of the technic then used has long 
since been discarded. It was at that time 
thought necessary to have one assistant squeeze 
the cervix as tightly as possible while working 
on the uterus in order to shut off the uterine 
arteries and stop hemorrhage. Possibly this 
may have had some relation to the phlebitis 
later developed. One patient had two pul- 
monary emboli, followed by consolidation of 
one lobe, and completely recovered. One case of 
peritonitis has already been mentioned. There 
have been no instances of acute dilatation of the 
stomach. But five cases have had post-operative 
distention. In three of these the uterus was de- 
livered before it was opened. One patient was a 
eardiac, and as such particularly liable to have 
distention. One of the operations was done en- 
tirely with local anesthesia, and one case of dis- 
tention was due to peritonitis. 

Silk sutures were used in the uterus until 
about three years ago. In order to simplify the 
technic, No. 1 chromic catgut is now used 
throughout the operation, and no bad results 
have followed. In the last forty-four cases the 
uterus has been delivered but twice, and for 
special reasons. 

Nine patients have had two sections and one 
has had four. The convalescence has been 
afebrile in each case. Two had slight omental 
adhesions to the uterine scar. In the ent 
who had four sections, at the last operation the 
uterus was found adherent to the lower two- 
thirds of the abdominal scar. The uterine scars 
were all solid. ; 

The two most important factors in the avoid- 
ance of post-operative distention seem to be the 
omission of any catharsis in the preparation of 
the patient, and the absence of manipulation of 
the abdominal viscera at the time of operation. 
The latter is, of course, due to not delivering the 
uterus, and not using any gauze packs, unnec- 
essary because of the low incision. During con- 
valescence the patient is encouraged to eat solid 
food as soon as possible, and is given a mild 
cathartic at the end of twenty-four hours. 

Speed in operating is not the most important 
object, but it is worth while if it can be readily 
obtained. Constant repetition and the simpli- 
city of the technic has made the operation a 
quick one, and it has frequently been done in 
twelve minutes from start to finish, and once in 
twenty minutes from the beginning of anes- 
thesia. This saving of time is important because 
it decreases the amount of anesthetic and lessens 
the danger of shock to mother and baby, and 
while either or both may stand a long operation, 
why prolong an operation which is done pri- 
marily to save mother and child wear and tear? 


BLEEDING IN PREGNANCY.*® 
By Rayrmonp Titus, M.D., Boston. 


HEMORRHAGE in itself is the single most seri- 
ous condition in obstetrics, as it is in medicine. 
No matter what may be its cause, loss of blood 
may be irretrievable. It is a symptom which 
needs immediate treatment and in most cases 
that requires an accurate diagnosis. Tonsillec- 
tomy is a simple procedure, an operation looked 
upon as not major, yet its post-operative hemor- 
rhage may be fatal if its arrest is not immedi- 
ately obtained. Acute appendicitis is distinctly a 
surgical emergency, but an hour or two of delay 
seldom would change the outcome of the case as 
would such a delay in arresting hemorrhage. 
Once a patient has been exsanguinated, no mat- 
ter how physically perfeet a specimen he may 
be, treatment is unavailing. Loss of blood can- 
not be looked upon with impunity. Any hem- 
orrhage may be the symptom of a condition 
which, undetected, may be fatal at any moment. 

This symptom during pregnancy is most sus- 
picious. The true obstetrical emergencies are 
accompanied by it. Any such case may be seri- 
ous and should be looked upon from that point 
of view. The unintelligent waiting policy, al- 
lowing nature to effect a cure, without the es- 
tablishment of a diagnosis, is almost malprac- 
tice. Telephonie communication of such cases 
is unjust to the patient. A delayed visit until 
tomorrow is inexcusable; tomorrow may be too 
late. Treatment must be initiated quickly, and 
intelligent treatment rests on an intelligent 
diagnosis. 

Bleeding during pregnancy is a comprehen- 
sive subject and it can be best understood if the 
conditions with which this occurs be gone into 
separately at stated periods. 

For definiteness I shall consider those condi- 
tions which occur during the first three, the 
second three and the last three months of preg- 
nancy, and I shall try to outline treatment for 
each in a specific way. 

During the first three months of pregnancy, 
the conditions with which the uterine bleeding is 
associated are miscarriage, cervical polyp, carci- 
noma of the cervix, ectopic pregnancy and 
hydatidiform mole. Of these, miscarriage is by 
far the most common. Its treatment depends 
upon its type,—threatened, incomplete or com- 
plete, and septic. If a patient whom we have 
never seen, one whom we have not examined 
during this pregnancy, begins to bleed, I believe 
that a vaginal examination must be made im- 
mediately. If we have seen and examined the 
patient previous to the occurrence of bleeding 
and know that only a pregnant uterus is in the 
pelvis, examination may be deferred if the 
bleeding does not demand immediate treatment 
because of its severity. But the danger of con- 
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verting a threatened into an inevitable miscar- 
riage in a patient whom we see for the first time 
(by making a vaginal examination) 1s far out- 
weighed by the possible finding of some other 
condition causing the flowing, and should not 
deter us from making such an examination. If, 
however, we see a case of threatened miscar- 
riage, one having uncomfortable abdominal pain 
with little or no flow, in a patient whom we know 
to have a normal pregnancy, the treatment is rest 
in bed, with morphia, without vaginal examin- 
ation. If the flow continues and becomes the 
nature of a hemorrhage, an internal examina- 
tion will reveal a dilated cervix with part of the 
products of conception still im utero, an incom. 
plete miscarriage. The logical treatment of 
such a case is to control the bleeding, and that 
means emptying the uterus by curettage of its 
contents, now foreign, thus enabling the uterus 
to shut down and control its bleeding normally. 

Little or nothing need be done to complete 
miscarriages. If complete, the uterus has ex- 
pelled all the contents of conception and the 
bleeding has ceased. Rest in bed, to favor in- 
volution, is all that is needed. 

The treatment of septic miscarriage, unless 
there be bleeding, which means that the uterus 
still contains foreign material, should be dis- 
tinctly conservative. If the patient be septic, 
little good will come from intrauterine manipu- 
lation, and vast harm may ensue. Intrauterine 
douches may mechanically wash out débris, but 
the bactericidal value of any douche holds it- 
self open to considerable question. Undoubted- 
ly, curettage on some mildly septic cases has 
been followed by general sepsis, nature’s leu- 
cocytic wall has been torn down and the local- 
ized infection has rapidly spread into the gen- 
eral circulation. Quite truly, débris may be 
looked upon as culture media, but, unless in- 
fected, it is harmless, and how better can it be- 
come infected than by having organisms put 
into the uterus by passage through a vagina 
which we cannot sterilize? Of course this pas- 
sive conservative treatment does not apply to 
those septic cases which are bleeding. Here the 
bleeding must be stopped and its cause removed. 
Finger curettage of foreign material is less de- 
structive than too vigorous instrumental curet- 
tage. After the hemorrhage has been con- 
trolled the treatment is medical, with fresh air 
holding the most important rédle. Some com- 
plete and incomplete miscarriages bleed tre- 
mendously, almost to the stage of exsanguina- 
tion. Morphia, salt solution, rectal, sub-pector- 
al, intravenous, and, occasionally, transfusion, 
are the mainstays in such a condition. Rarely 
will transfusion seem necessary. Iron, arsenic, 
fresh air, good food, rapidly stimulate the blood- 
forming centres. 

_ [have not mentioned the need of making vag- 
inal examinations on all miscarriage cases under 
the most rigid asepsis, because in these days 
such admonitions ought not to be necessary. It 


is almost better to allow the bleeding to continue 
than to attempt to diagnose its cause by examin- 
ing with unclean hands. 

Cervical polyp, another condition with which 
we associate bleeding during the early months of 
pregnancy, is not frequently met with, but 
should always be borne in mind. It seldom oc- 
casions much bleeding and may even, if un- 
treated, not result in miscarriage. Its diagnosis 


is made by inspection, the polyp appearing 


through the cervix. Its treatment is the exci- 
sion of the polyp or tying its base off with silk. 

The consequence of not examining bleeding 
cases is never so harmfully illustrated as in 
those patients who have ectopic pregnancy. 
This condition may give symptoms after three 
months, it may go to term, but by far the 
greater per cent. occur before the end of the 
third month. The diagnosis is made almost en- 
tirely by vaginal examination. Of course the 
appearance of a pregnant woman in extreme 
shock, with rapid pulse and quite blanched, who 
has not suffered external hemorrhage, would 
lead to the diagnosis of concealed hemorrhage, 
and the presumptive diagnosis of ectopic preg- 
nancy would probably be correct. It is rare, 
however, for the condition to present itself in 
such an alarming manner. Usually the irreg- 
ular flow of rather unusual blood, with or with- 
out abdominal pain, will be enough to arouse 
the patient to the need of consulting medical 
advice. Such a case must be examined vagin- 
ally, —and a doubtful pelvic mass with a slight- 
ly enlarged uterus should always suggest the 
serious possibility of ectopic pregnancy, and 
such a possibility may be made definite by ex- 
amination under an anaesthetic. But even 
then, if serious doubt exists, today, when laparot- 
omy is so safe, better to explore many ques- 
tionable abdomens than to allow one to escape 
with subsequent rupture. 

The ruptured cases are easier of diagnosis 
because they show evidence of hemorrhage 
(rapid pulse, pallor, subnormal temperature), 
have shifting dulness in the abdomen and by 
vagina show definite pelvic mass tender because 
of peritoneal insult. These signs and symp- 
toms mean laparotomy. The vaginal route is 
unsafe; subsequent abdominal section may be 
necessary to control bleeding. There are a few 
ruptured ectopic cases in such poor shape that 
immediate operation would prove fatal. Bet- 
ter to allow such cases in extremis a few hours 
to recuperate and then better stand the shock 
of laparotomy. It is rare rather than the rule 
to find active bleeding when the abdomen is 
opened, and so it is safe to wait on those few 
who are in collapse. The operation often must 
be done very quickly, merely the tying of the 
tube, to arrest hemorrhage, and the evacuation 
of as much blood clot as is possible. Other 
cases need not such haste. When time is not 
a factor, it is well to evacuate all the blood clot 
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free in the peritoneum. Such cases do not need 
drainage. They may be sewed up tight. 
Sometimes the loss of blood is so great that 
salt solution or transfusion is necessary. The 
after-treatment is merely that of any laparot- 


“The third eondition with which bleeding in 
the early months of pregnancy is associated is 
malignant disease of the cervix. This condi- 
tion is rare, but should always be borne in mind. 
Carcinoma does occur in young women; youth 
is no barrier. Its diagnosis is made on the in- 
duration of the cervix, its bleeding on touch and 
n the microscopic examination of snippings 
suspicious tissue. 

The treatment of this condition depends en- 
tirely upon the extent of the disease. An early 
carcinoma, one im the operative stage of growth, 
should be treated as though there were no preg- 
nancy, by radical hysterectomy. To defer op- 
eration until the end of term, would change an 
operable case into one beyond operation. Of 
course, the patient has a voice in which shall be 
done. If she insists that the baby’s problem- 
atical life is more valuable than the best chance 
her one has, that is her prerogative. We must 
abide by her decision. If, on the other hand, 
pregnancy exists along with a case of advanced 
carcinoma, there is no advantage in sacrificing 
the baby. There is nothing to be gained for 
the mother by so doing. Rather, let the added 
pelvic engorgement of pregnancy spread still 
further the carcinoma, for in so doing the life 
of this poor patient is humanely shortened. 
The only real problem in such cases comes up 
at term, when delivery is imminent. The 
child’s life is really very valuable; risking de- 
livery through carcinomatous tissue is unwar- 
ranted and may result fatally to both patients. 
Caesarean, without doubt, is the operation of 
choice, thus ensuring a live baby. In the case 
of the early carcinoma which insisted upon con- 
tinuance of pregnancy, Caesarean, too, is ad- 
visable and measures may be later advised to 
limit the cancerous growth, such as cauteriza- 
_ morcellation or radium, as the case may 


_Hydatid mole is the fourth condition occur- 
ring in the early months of pregnancy of which 
the symptom is bleeding. Its diagnosis is made on 
the size of the uterus, its feel and the presence 
in the pinkish discharge of grape-like bodies. 
The uterus harboring a mole is larger than it 
should be at the given stage of pregnancy; it 
Is softer, has not the resiliency of pregnancy. 
The hemorrhage associated may be extreme. 
An absolute diagnosis cannot be made some- 
times until the ‘‘grapes’’ are obtained in the 
discharge or by the curette. Its treatment is 
curettage. Although these uteri bleed freely 
until all the mole has been expelled or scraped 
out, they usually contract well afterward. Oc- 
casionally, gauze packing is necessary. In 

cases at three months whose cervices are 


still stiff and undilated, the operator has the 
choice of dilating immediately, of cutting, or of 
softening the cervix by gauze packing or the 
rubber bag. It seems to me that vaginal section 
is less shock, is quicker, is accompanied by less 
extensive bleeding than dilatation, and such a 
method has preference in those cases which re- 
quire immediate emptying. 

Besides the hemorrhage there is present al- 
ways the possibility of subsequent degeneration 
into chorioepithelioma. Such degeneration is 
very serious, for the carcinoma is of a malignant 
metastasizing type. The uteri grow very rapid- 
ly in size, and scrapings confirm the diagnosis. 
The treatment is radical hysterectomy. 

During the second three months of preg- 
nancy, miscarriage, threatened or complete, is 
the really only important condition which may 
arise, which might not have given symptoms 
earlier. There is one other condition which 
may be dismi with a word, and that is 
everted, eroded cervices. Because of the con- 
gestion due to pregnancy this type of cervix 
may bleed a little during these months or even 
later. Its diagnosis is made on inspection. 
The cervix looks red, angry, and bleeds en 
swabbing. Its treatment is the application of 
some astringent, like iodine. 

There is more to be said of miscarriage. If 
some bleeding occurs during these months, with 
uterine pains and contractions, the case should 
be treated as a threatened miscarriage until 
smart bleeding or continued increasingly severe 
contractions prove its character. These cases 
need not be examined vaginally. Little is to be 
gained, and often such manipulation will preci- 
pitate a complete miscarriage. Rest in béd, 
with morphia to the limit, is the only treatment. 
If these are not successful, labor will continue, 
and unless the placenta does not come away, 
nature may be left to herself. Those cases 
which quiet down should be kept in bed for 10 
days, at least, before attempting to resume nor- 
mal life. 

In the last three months the conditions asso- 
ciated with bleeding are (1) premature labor, 
(2) ruptured varicosities, (3) placenta praevia, 
and (4) detached placenta. 

The diagnosis of premature labor is made in 
the presence of uterine contractions and a 
bloody show. Morphia alone will avail in at- 
tempting to tide over the pregnancy. If the 
contractions do not cease, with the morphia used 
to its limit, the case may be left to nature and 
treated as any case at term. 

A word will suffice for bleeding from vari- 
cose veins. That uterine pressure is not suffi- 
cient until late in pregnancy is the reason why 
the veins do not usually rupture before. On 
inspection, the ruptured veins may be seen any- 
where inside the vagina or on the labia. Pres- 
sure, occasionally ligature, will control the 
bleeding, and rest in bed, and a more quiet life, 
will tend to limit the possibility of recurrence. 
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Placenta praevia and separated placenta are 
the true surgical emergencies of obstetrics. 

Placentae praeviae are of three types, accord- 
ing to their location over the cervix,—central, 
marginal and partial. Any case that bleeds 
may be a praevia or something as serious. No 
man is justified in carrying a bleeding case on 
the telephone. The condition may be alarming; 
a diagnosis must be made and made immedi- 
ately. This means seeing the patient and ex- 
amining her vaginally. The possible danger of 
getting into a complete praevia and starting up 
a severe hemorrhage on examination is present 
in all bleeding cases, and great care must be 
exercised in such examinations. If the private 
home cannot become a hospital, the patient 
should be taken to a hospital. Everything 
should be ready to do whatever is necessary 
when the examination is attempted. It is best 
to examine these patients under an anaesthetic, 
if an examination without has revealed no 
cause, so that nothing may be missed. Such 
precautions may be unnecessary many times, but 
the one time will come which will justify the 
system. 

The diagnosis of complete praevia is made by 
vaginal examination on a woman who has flowed, 
after 6 or 614 months, by feeling the cushion- 
like resistance all over the cervix between the 
finger and the presenting part. If the patient 
be bleeding, something must be done to control 
the bleeding. 

The treatment depends on the stage of preg- 
nancy, the parity of the patient and the condi- 
tion of the cervix, whether the bleeding still 
continues or has and whether the patient 
be in labor or not. A complete praevia in a 
primipara at seven months, actively bleeding, 
requires immediate treatment to save the 
mother’s life. We must consider the condi- 
tions existing and choose that method of empty- 
ing the uterus which will ensure her the best 
chance. Rapid accouchement forcé is the one 
operation on a primipara not in labor which I 
think ought not to be done. The risk of tear- 
ing the cervix badly, in the operator’s haste, is 
a real one. Many praeviae have lost their lives 
because of too energetic vaginal operating. The 
operation and the operator really should 
shoulder the blame of much mortality attrib- 
uted to a praevia. The use of the rubber bag, 


either intra- or extraovular is used in some clin-' 


ics and with excellent results. The bleeding is 
controlled by the bag, the cervix is dilated 
slowly, not divulsed, and the shock is much less. 
In this method the baby, even though it is only 
seven months, is sacrificed. 

Vaginal Caesarean is a method of quickly 
emptying the uterus, which has not the shock of 
accouchement forcé. Up to 71% or 8 months it is 
an operation of great value in conditions requir- 
ing haste. In placenta praevia it can be used only 
when the placenta is not on the anterior wall. 
The delivery after the section is accomplished by 


version, the operator’s hand controlling the 
bleeding by pressure against the bleeding uter. 
ine sinuses. Inasmuch as such uteri tend to 
bleed after delivery, the suturing of the inei- 
sion may be much hindered and the sinuses can. 
not well be packed until the suture is completed. 
Abdominal Caesarean offers the quickest 
method, the one attended by least loss of blood 
and the one which gives the very unstable fetal 
life its best chance. The objection is the con- 
stant need of future Caesareans, with perhaps 
only a dead premature baby to justify its use. 

If a complete praevia is diagnosed in a primi- 
para at seven months, in labor, with a cervix 
soft, taken up, and partly dilated, the Braxton 
Hicks or the bag is the means which best meets 
the conditions. With such a cervix there is not 
the probability of such extreme laceration. The 
shock of accouckement forcé is not present, and 
while the baby’s life is thus forfeited, I think 
the mother’s chances are so good that the after 
necessity of Caesarean section is not warranted. 

A complete praevia at seven months in a 
primipara, when bleeding has ceased, should be 
treated expectantly, with rest in bed. Every- 
thing possible should be done to tide over the 
pregnancy until eight months or more, for the 
sake of the baby. The patient should stay in 
a hospital, where immediate operation may be 
attempted at the first sign of bleeding. I think 
the operation in such cases is abdominal section. 

A multipara with a complete praevia at seven 
months, actively bleeding, should be emptied 
immediately. , If the cervix be soft a bag c= 
be introduced and labor allowed to p 
Even here an accouchement forcé may be per- 
missible. It all depends upon the cervix. 
might as well lose a patient because of praevia 
untreated as to lose her because of the opera- 
tion chosen. Rigid cervices, those which will 
dilate with difficulty and may tear, might better 
be cut. If the placenta lies on the anterior sur- 
face it will cause much bleeding during the op- 
eration. It must be admitted that in this type 
of case the abdominal Caesarean will prove the 
safest, easiest operation, the one entailing the 
least shock in the hands of most operators. 

If the patient be in labor, with almost any 
dilatation, the vaginal route is the best. Dila- 
tation is usually easy and not shocking. Brax- 
ton Hicks method has its advocates. The rub- 
ber bag can be used. The choice here will de- 
pend much upon the individual operator and 
his habit. I think, however, that few thought- 
ful operators would deem the danger of vaginal 
delivery so great as to justify the abdominal 
route. 

It is so infrequent that bleeding occurs at seven 
months from partial and marginal praeviae that 
I think the treatment of this type might better 
be considered at eight and nine months. 

For the complete praevia in a primipara, not 
in labor at eight months, actively bleeding, I 
think that laparotomy covers the conditions 
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more satisfactorily than any other operation. 

It is quicker, it is less shock, it ensures a live 
No other method can with the same 

definiteness ensure these factors. 

The bag often causes fetal death, particularly 
if used intraovularly. Hemorrhage, too, may 
not always be entirely controlled. 

Accouchement forcé is contraindicated for 
the reasons before mentioned. 

Vaginal Caesarean is here very risky because 
of the size of the baby, and is contraindicated 
if the placenta be on the anterior uterine wall. 

Braxton Hicks practically disregards a really 

1 baby and necessitates some continued 
bleeding during the dilatation before the ver- 
sion can be attempted. 

A complete praevia at eight months in a mul- 
tipara with bleeding requires immediate empty- 
ing of the uterus. If she be not in labor, then 
the operation chosen will depend upon the cer- 
vix. If this be rigid, with sear tissue, the ab- 
dominal route is safest and ensures a living 
baby. If the cervix be soft, easily dilated, some 
competent men prefer the radical accouchement 
forcé to more conservative measures. The bag 
may be used, and Braxton Hicks has its advo- 
cates. The vaginal section is questionable, de- 
pending upon the size of the baby and the loca- 
tion of the placenta. 

If she be in labor, some vaginal route may 
safely be chosen. Almost any dilatation will 
ensure complete dilatation with ease and with- 
out much shock. The bag and Braxton Hicks 
may also be used. Laparotomy here, in most 
hands, will ensure the best maternal and fetal 
results, but its necessity would not be so acute 
in the hands of men skilled in vaginal operat- 
ing. 

Complete praevia in a primipara at term, ac- 
tively bleeding, not in labor, is best treated 
by laparotomy. No other method will give as 
nearly good results. The size of the baby 
contraindieates vaginal Caesarean. The bag is 


risky; uecouchement forcé, too strenuous. Com- 
plete praeviae bleed before labor starts and at 
its inception, and it is quite unusual to see a 
ease with much dilatation. In any event, the 
abdominal route is by far the safest. 

A complete praevia at term in a multipara 


With active bleeding, if she be not in labor, will 
be by ‘t treated by laparotomy. No matter how 
Soft the cervix is, mueh blood will be lost in any 


vag’ manipulation. The bag ean be used, 
aecovchement forcé ean be done, but neither is 
Satis"actory. "The bag, if it be intraovular, 
loses the baby. If extraovular, it eauses much 
bleedin ‘ during its introduetion. The fore? is 
@ Serious operation and one attended by much 
Shock. The abdominal route is safe, quick, 
sage + no extra loss of blood and is not attended 
UV Shock. 


If a multipara be in labor and partly dilated, 
& manual dilatation or a Braxton Hicks may 
more sately be done. A bag may be used but 


not so successfully. Even here the laparotomy 
is justified. But whether it is really wise or 
not will depend upon the cervix. 

A partial praevia in a primipara not in labor, 
actively bleeding, is not quite so serious a condi- 
tion, but this of course depends upon how much 
of the cervix is occluded. The hemorrhage, 
however, must be stopped, and there are several 
means which might be attempted, all aiming to 
exert pressure on the sinuses and thus arrest 
bleeding. The dilatation of such a cervix, suffi- 
cient to introduce a rubber bag, should not be 
very difficult, and should not cause much extra 
bleeding. The bag in place will serve to stimu- 
late the onset of labor and by its pressure 
against the placenta and sinuses control bleed- 
ing. A two-pound weight attached to the bag 
and suspended over the foot of the bed will keep 
the pressure constant. 

I think the bag is preferable to Braxton Hicks 
method, which causes more bleeding during its 
accomplishment and forfeits the baby in a large 
per cent. of cases. 

I do not think accouchement forcé is any 
more practical here than elsewhere. 

The vaginal Caesarean will accomplish rapid 
emptying of the uterus, but the eight months’ 
baby makes the operation difficult. Whether 
laparotomy is indicated will depend much upon 
how great an area of cervix is occluded. 

The operation will give good results, but I 
think, in most cases, the bag will ensure the ma- 
ternal safety, and I somewhat doubt whether re- 
peated Caesareans are quite justifiable. 

Partial praevia in a primipara at eight 
months, in labor, will be treated according to 
the degree of dilatation. A bag will here ful- 
fill the requirements unless the cervix be as 
much as half dilated. In such cases Braxton 


Hlicks, or manual dilatation, allows immediate 
delivery and gives the baby a better chance than 
the Braxton Flicks. 
| Vaginal Caesarean is unnecessary and the 
eight months’ baby almost is big enough to 
‘question its advisability. Laparotomy is un- 
| necessary. 
| If a partial praevia is diagnosed in a primi- 
para not in labor when bleeding has ceased, the 
patient should be kept quietly in bed in a hos- 
pital until bleeding again appears. Then the 
choice of operations will depend upon the 
‘amount oecluded and the type of cervix. 
If the cervix be very stiff and rigid, laparotomy 
‘is indieated. If it be soft, a bag is the best 
‘treatment. It is fair in these eases to put it 
‘up to the patient. While Caesarean may not 
be absolutely necessary, it has much to be said 
in its favor. If the family say no chances at all 
are to be taken, laparotomy must be done? 

Partial praevia, actively bleeding in a multi- 
para not in labor, requires immediate emptying, 
and the operation must rest upon the type of 
cervix and the operator. If the cervix be not 
dilated, rather stiff, a: bag is the best means. 
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It controls bleeding, starts up labor generally, 
and does not subject the patient to the shock 
ensuing upon forcé or so great possibility of a 
severely lacerated cervix. If the cervix be so 
and easily dilated, manual dilatation with ver- 
sion or the Braxton Hicks will be the operation 
chosen by some operators, according to their 
custom. The Braxton Hicks jeopardizes the 
baby’s chances but does ensure control of bleed- 


I think, however, the more conservative bag 
is the procedure which in most hands will give 
the best results. 

There is, of course, the objections to the bag 
that in a small per cent. of cases labor does not 
ensue upon its introduction. If this be so, 
while it is in, the bleeding is controlled and the 
cervix is softened, so that when other means 
must be resorted to, the cervix is easier to dilate 
and the operation easier and accompanied by 
less shock. I do not think the abdominal route 
justified in this type unless the cervix be so full 
of scar tissue that it cannot dilate. 

If a multipara be in labor and has a partial 

raevia some vaginal operation is indicated. A 

may be safely used but usually the cervix 

is easily dilatable so that the uterus may be im- 
mediately emptied. 

Braxton Hicks may be used but complete 
dilatation can so easily be accomplished that the 
extra chance for the baby outweighs the slightly 
greater risk to the mother. The bleeding that 
accompanies the dilatation is controlled by the 
operator’s hand. 

The partial praevia in a primipara at term, 
not in labor, may be treated by a bag or by 
Caesarean. The bag will control bleeding, it 
will start up labor and accomplish dilatation 
slowly. If the praevia cover the os almost com- 
pletely the abdominal route is justified. Vag- 
inal is contraindicated because of the 
size of the baby. The accouchement forcé has 
no place. The bag is safer. 

The partial praevia in a primipara in labor 
will be treated according to the dilatation and 
the character of the cervix. If the cervix be 
half dilated, finish the dilatation manually. If 
the cervix be only slightly dilated, the bag is 

referable. Too many accouchements forcés 

ve resulted fatally. Conservative treatment, 
arresting hemorrhage and stimulating labor, 
gives better maternal results. Laparotomy 
may even here be justifiable if the cervix be not 
much dilated and the praevia an almost com- 
plete one. 

Partial praevia in a multipara at term, ac- 
tively bleeding, not in labor, should be treated 
entirely according to the cervix. I am sure that 
in these cases, irrespective of the softness of the 
cervix, better uniform results will be obtained 
from the bag than from any more radical oper- 
ation. It is a great temptation when, the patient 
etherized, a soft cervix is found, to dilate it. 
Often it would be permissible, and in a skilled 


operator’s hands it might not be so very dan- 
gerous. But ruptures do occur. The bag is go 
safe, it is really so sure, that its general 


ft|tion in this class will be attended by the best 


results, I feel sure. 

Laparotomy is unnecessary. Braxton Hicks 
requires some dilatation. Vaginal Caesarean 
contraindicated. 

In multiparae in labor, manual dilatation, 
complete, or enough to do Braxton Hicks, or the 
bag, to control hemorrhage until complete di. 
latation, are the best methods. Most cases will 
stand dilatation unless the cervix be very rigid 
or with much scar tissue. 


The marginal praevia is the least serious of | 


the three types. Rarely does it bleed until 
term or until labor starts. The patient is often 
well dilated before any bleeding occurs. The 
bag is the best means of dilatation in a primi- 
para, if not over two fingers, and it might be 
said that the bag is the best means up to half 
dilatation. Then the waters may be broken, 
forcing the engaged head onto the placenta and 
thus controlling the bleeding. Manual dilata- 
tion and forceps or version may be done but the 
more conservative means mentioned are the best. 
Laparotomy is unnecessary. 

In multiparae a bag may be used, manual 
dilatation and version, or the rupture of the 
membranes,—all will give good results. More 
serious operative procedures are not necessary. 

Separated placentae have been considered rare 
emergencies of obstetrics. Almost all cases of 
serious bleeding have been classified as praevi 
even after examination and operation had failed 
to reveal a praevia. There are so many cases in 
which bleeding occurs late in pregnancy in 
which no praevia is present, that some degree 
of detachment must be much more common than 
is generally supposed. Most of these cases do 
not bleed very much and many cease entirely 
after a single small hemorrhage, but some give 
rise to so much bleeding that operative interfer- 
ence becomes necessary. 

This condition and its extreme danger were 
clearly presented by Williams of Johns Hopkins 
in November, 1915. In Surgery, Gynecology 
and Obstetrics for that month he reported two 
cases occurring in his practice in which abdom- 
inal section was done, followed by Caesarean 
and hysterectomy. The pathological report 
shows almost the only advance in obstetric path- 
ology of recent years. The uteri in both cases 
refused to contract under drugs, mechanical and 
manual stimulation and hence had to be re 
moved. The muscle looked bluish, there was 
macroscopic hemorrhage in uterine muscle, broad 
ligament and ovary and under the microscope 
there was hemorrhage between the muscle fibres 
of the uterus, and the small vessels showed de- 
generation. This degeneration is a new condi- 
tion, never before reported, and to it Williams 
attributes the separation of the placenta. The 
cause of this degeneration he does not know. 
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That all detached placentae result in such| If a multipara be in labor, unless the cervix 
hemorrhage into the uterus, that contraction of | be very resistant, the vaginal route is quite safe. 
the organ is impossible after the delivery, is) The bag is contraindicated. It softens and 
manifestly untrue, else all such cases would die, | dilates the cervix but the bleeding continues. 
which is not so. That any case in which a diag-| The partially detached placenta, which may 
nosis of detachment has been made ten hours|be situated low on the uterine wall, usually gives 
before operation may fail of contractions, Wil-| much external bleeding and the ligneous caar- 
liams has proved, and has shown the folly of| acter of the uterus is lacking. If such cases be 
such watchful waiting. ; seen not in labor with active bleeding, they must 

The diagnosis of the normally situated de-|be emptied. Laparotomy is better for the 
tached placenta, ablatio placenta, is made by the|primipara and safer for the multipara if the 
feel of the uterus and the elevation of the pulse. | cervix be rigid. If the condition first appears 
The uterus is tight, boardlike in consistency, the} when labor is under way, the character of the 
degree depending upon the amount of blood in| cervix will determine the method to be chosen, 
the uterus. The pulse, pallor, restlessness, air|the same principles before mentioned to be fol- 
hunger, depend upon the amount of blood lost.|lowed. But here, as in ablatio, the bag is not 
External bleeding is slight in these types. The | rational. 
patient may complain of bursting pain in the} These cases when seen after bleeding has 
abdomen, but any case in the latter months of| ceased and the diagnosis of praevia excluded 
pregnancy, whether or not she has sustained | may be left quite alone. They will often have 
bodily trauma, the old etiological factor, which | no more attacks and go safely on to normal de- 
shows a tight uterus, with rising pulse and some | livery at term. 
external bleeding, should be diagnosed as a pla- 
with the mother, as the y of necessity is e 
dead. The condition is the most serious of THE MANAGEMENT OF LABOR. 
which hemorrhage is a symptom. Palliative} By G. P. Twrrcne.t, M.D., Mass. 
means in no way cover the condition. The 
uterus must be made to contract, and that means|, /7 is a trite saying that ‘‘it is the little things 
it must be emptied. Unlike placenta praevia, |i life that count”’ and that nothing tends more 
in which a bag may be used to control the bleed- |‘ assist a young man in building up a med- 
ing and the case allowed to go on in labor, here |!¢al Practice than his success in obstetrics. It 
we have no means of getting at the uterine sin-|'S in this branch of our practice especially that 
uses, without immediate emptying. attention to the little things tends to make our 

The only operation which is logical and which | Patients more comfortable and less liable to the 
does not subject the mother to too great risk,|4amgers of possible infection. I feel that no 
in a primipara not in labor, is Ceasarean section. |#Pology is needed in presenting this every-day 
While attempting to dilate the cervix of such a|S¥bject to your consideration, and I assure you 
ease, the bleeding continues and at the end of|that the suggestions I present are not with the 
an accouchement forcé the mother may have sus- | ‘dea of instructing you but simply that we may, 
tained so much loss of blood that, with the re-|y discussion, exchange ideas and methods in 
sulting shock, she cannot recover. Vaginal |°@?Tying on this so common a practice that 
+ oe in eases before eight months offers item before all of us who are general prac- 
a better chance on a primipara than any other | oners. y 
vaginal operation. If a mee thn be ru labor| There are three general heads under which 
when the condition arises, the dilatation and the|W ™ay discuss the management of labor—the 
softness of the cervix will be the determining comfort of the mother, the safety of the mother 
factors in what operation to choose. If the cer-| #04 the safety of the child. My subject being 
vix be soft and dilates easily, the vaginal route the management of labor, I will make no com- 
may seem safe enough. If the cervix be not soft | ment on the previous care, taking it for granted 
and offers much resistance, laparotomy will bet-| that the case has come to term in a normal con- 

In a multipara not in labor all depends and it having been determin at there is no 
So cervix. If it be soft and one chet will dilate oe See or distortion to interfere with 

y, the vaginal route may be chosen. If} 20°F! Irth. 

firm, with Bn better pH the abdom.| It is always unfortunate to have to approach 
inal route. If the vaginal route be chosen, di-|® labor case as a stranger to your patient, the 

ation must be accomplished completely and|™ental status of the woman being a very im- 
quickly. Braxton Hicks is contraindicated. |Portant factor in the comfort or suffering which 
The loss of blood sustained during the extrac-|She may experience during the first stage at 
tion of the baby through a partially dilated cer- | least. Faith and confidence in the accoucheur 
vix may be more than can be endured. The|is ® very important element. I feel that it is ‘ 
Operation must be done quickly. The bleeding |°" duty to call upon our patient as soon as 


must be stopped. * Read at a meeting of the Franklin District Medical Society on 
July 10, 1917. 


— 


420 


BOSTON MEDICAL AND SURGIOAL JOURNAL 


(Serremser 20, 1917 


— 


word is received of the beginning of labor pains. 
This is especially important in primiparae, but 
in all cases it is wiser to determine by personal 
inquiry and observation just what is happen- 
ing and what we may expect. I first endeavor 
by external palpation to determine the position 
of the fetus and also by auscultation the rapid- 
ity of the fetal heart. I generally make a vag- 
inal examination at this time, to determine 
whether the pains are true or false and what 
progress is being made in dilatation. This 
means that I must exercise aseptic precautions 
against causing infection. The hair from the 
vulva and pubes should be clipped and the 
region between the thighs, around the anus and 
the labia should be scrubbed with soap and 
water. I consider it safer to clip the hair with 
scissors than to use a razor. The uneven sur- 
face makes the nicking of the skin by a razor an 
accident very liable to happen, thereby adding 
an extra avenue of invasion of sepsis. The exam- 
ining hands should also be as_ thoroughly 
scrubbed as if you were about to enter the ab- 
dominal cavity. It is not my custom to use gloves 
in this first examination, and as far as the 
mother is concerned I do not consider it neces- 
sary if it is early in labor; but, as far as you 
yourself are concerned, the use of gloves is al- 
ways a protection. The labia should be separated 
by the fingers of the left hand and the examining 
finger introduced without touching anything 
but mucous membrane. This examination will 
reveal whether or not the cervix has been taken 
up and to what extent dilatation has progressed, 
and probably will help to confirm the diagnosi 
of position as made by the external palpation. 

During the first stage, if your patient is calm 
and unruffled, it is unnecessary, of course, to be 
with her constantly, but in many instances the 
presence of a physician, in whom she has faith 
and confidence, will do more than anything else 
to make this stage easier. It is during this 
period that it is not only proper but advisable to 
use some form of drug to quiet the nagging sur- 
fering which the pains of the first stage cause. 
If the os is tight and slow in dilating, chloral 
hydrate per rectum in 15 or 20 grain doses, re- 
peated in three hours, is often of great value, 
and morphia with atropia is undoubtedly a 
drug to be used in many eases at this time, to 
allow the patient to get rest and not become ex- 
hausted by the wearing nervous strain of the 
repeated and long-continued suffering. © 

There is no distinct line of demareation be- 
tween the first and second stages, of course, and 
yet it may often be determined by the way in 
which your patient works. The pains, although 


more severe, seem to be more easily borne, as 
they are accompanied by the voluntary efforts 


of the mother to supplement the uterine con- 


traction. During the first stage I let the moth- 
er do what she pleases in regard to position, 
either in or out of bed, on her back or side, 


stage begin, I wish her in bed, and in such posi- 
tion that I may give her the assistance that may 
be helpful to her in the later stages. 

Of course the rectum was emptied by enema 
at the time the patient was being prepared for 
the first examination. The position in bed 
which the patient should occupy for delivery 
will vary in the practice of each of us individ. 
ually. Personally, I prefer my patient lying on 
her left side with the hips near the edge of the 
bed. I feel that I can control the progress of 
the head over the perineum better in this posi- 
tion, and also more easily watch the whole of 
the latter part of the second stage. During the 
second stage, especially after the head has got 
well down into the cavity of the pelvis, I believe 
it is our duty, unless the patient objects, which 
occasionally she does, to give something to re- 
lieve the severe suffering. Whether it is chlo- 
roform, ether or nitrous oxide will depend upon 
the practice of the individual man, but it is 
wrong to let a woman suffer needlessly, and if 
the anesthetic is used only with the pain, and 
discontinued as soon as the severity of the pain 
is passed, it will not interfere with, or retard, 
the progress of the labor, but will dull the sensi- 
tiveness of the mother to the pain which she is 
bearing, and help her to use her voluntary mus- 
cular force. Unless instructed, few women know 
how to use their muscles to best advantage in 
aiding the involuntary uterine contraction. Ex- 
plain to your patient the advantage of holding 
her breath and bearing down when her pains 
become severe, and then relaxing completely 
when the climax of the pain is passed. Press- 
ing the feet against the footboard and at the 
same time pulling on a sheet fastened to the 
foot of the bed, or an assistant’s hands, is help- 
ful to many patients in using their muscular 
power to the greatest advantage. Don’t forget 
there is a certain amount of motion in the sacro- 
iliae junction. Pressure over the coccyx will 
throw back the promontory of the sacrum and 
thereby enlarge the inlet to the pelvis and aid 
the descent of the head into the pelvic cavity. 
Also later you ean enlarge the outlet by 
reversing the process and pressing on the lum- 
bar sacral region, thereby throwing back the 
eoceyx. Oftentimes this is of great advantage. 
As the head descends still farther into the pel- 
vis and begins to distend the perineum, we must 
watch the progress carefully, in order to do 
everything in our power to avoid such rapid 
dilatation as to cause a rupture. This can be 
accomplished in two ways,—either by overcom- 
ing the outward pressure by our physical ef- 
forts of holding back the head, or by using the 
anesthetic to such a degree that the expulsive 
efforts are decreased. I generally combine the 
two. As the head advances, I press it forward 
towards the perineum, until the occiput (I am 
considering the most common position, —occiput 
left anterior) has passed by the symphysis 


but when the expulsive pains of the second 


pubes, and then press it backward, bringing the 
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symphysis in the hollow of the neck, and sv 
gaining that extra amount of room, holding the 
head back with the pain, and allowing it to 
slowly slip forward between the pains, depriv- 
ing the mother of everything that she has pre 
viously had to pull upon, and if the pains are 
extremely hard, and she cannot overcome 
the tendency to bear down with the pain, 
I force the anesthetic to surgical anes- 
thesia, until after the chin has slipped over the 
perineal body. Another little point which I 
have found of value is: just before the nose and 
chin are born, if you rotate the head a little, so 
that these points come one side slightly, rather 
than in the middle, there is less likelihood of a 
tear resulting, if you have avoided one up to 
this time. After the head has been born, wipe 
out the eyes, nose and mouth with boric acid 
solution. Feel if the cord is around the neck. 
If it is, if possible, by gentle traction, free it by 
slipping it over the head. If this is difficult, 
and there is good pulsation, leave it alone. The 
delivery of the shoulders and arms will at times 
require some help, and at others is accomplished 
so rapidly that you are unable to do anything 
even to retard it. Whether the perineal or 
pubic arm should be brought down first, is un- 
important. Both shoulders should not be al- 
lowed to be born together because it would tend 
to make undue pressure upon the perineum. 
After the child is born, the nurse or attendant 
should grasp the uterus with the four fingers 
behind and the thumb in front of the uterine 
body, pressing downward and backward to pre- 
vent its ballooning up from a relaxing of the 
muscles. As soon as the baby is born, grasp it 
by its feet and hold it up, the head hanging 
down. Drain it, wiping out the mouth at the 
same time with the cotton and the boric acid 
solution. Cover the child up warmly if it is 
breathing well, and wait until pulsation ceases 
in the cord before tying it. After tying the 
cord and cutting it, assure yourself by actual 
observation that there is no leaking from the 
fetal stump before allowing the child to be taken 
away and wrapped up in a warm blanket. 
Now, while you are waiting for the third 
stage, you can determine by observation whether 
or not there is any tear of the perineum, either 
of the mucous membrane or mucous membrane 
muscle and skin, and if the tear is only a slight 
one, it may be repaired at this time while wait- 
ing for the birth of the placenta. I have some 
one constantly holding the uterus from the time 
the child is born until some half or three-quar- 
ters of an hour after the completion of the third 
Stage. Wait at least fifteen or twenty minutes 
after the birth of the child before using any 
efforts to expel the placenta. If the mother has 


hot succeeded in pressing it out before this time, | stag 


n you may grasp the uterus yourself and 
r down, squeezing the placenta out, the 
nurse or attendant again taking that organ as 
your pressure is given up. The danger of pos- 


sible infection and contamination is all the 
greater at this period; after the birth of the 
child the avenues of absorption are so much 
more freely opened. Therefore, if your hands 
or gloves have become contaminated, again 
cleanse them before delivering the placenta. As 
the placenta appears at the vulva orifice, grasp 
it and twist it slowly as it is being born, that the 
membranes may be twisted into a cord and de- 
livered intact. If they do not come away freely, 
put an artery clamp on the part delivered, cut 
it away from the placénta and twist the clamp, 
making slight traction, allowing the nurse to 
fet up on the pressure on the uterus at the same 
time, in this way favoring the free separation 
and complete discharge of all membranous tis- 
sue, but if some part is torn off, as determined 
by an examination of the palcenta and mem- 
branes, and left within the uterus, don’t go 
after it; leave it alone and it will be discharged 
with the lochia in a relatively short time with 
very much less danger to the mother than if 
efforts were made to secure it at once. 

I have omitted so far to say anything about 
the use of extract from the pituitary body. 
Pituitrin has an important place in obstetrics, 
and is a most valuable adjunct to the ac- 
coucheur, but there is great danger of its being 
abused. Its function is to increase the force 
of the contractions of the uterine muscle when 
injected subcutaneously. I firmly: believe that 
we never should use pituitrin unless we know 
that there is no obstruction in the pelvic canal, 
that the os is at least two-thirds dilated, and 
that the fetus is in a normal position, and that the 
only reason for delay in birth is lack of mus- 
cular expulsive power. Under these conditions 
pituitrin administered subcutaneously in the 
arm, in doses of 14 ce., is a wonderfully valuable 
agent, shortening the length of labor materially, 
and thereby lessening the suffering of the 
mother. I always control the action of pituitrin 
by my anesthetic, if it apparently is exerting 
too great a pressure. The danger is of a rup- 
ture of the uterus from this excessive muscular 
contraction, and this is the reason that a rigid 
os, a contracted pelvis and a mal-position are 
contraindications which render its use even dan- 
gerous. This applies equally to its use for in- 
ducing labor or clearing up an abortion. 

Again, I have not referred to twilight sleep, 
being convinced that the use of morphine and 
scopolamin in sufficient quantities to dull the 
sensibilities of the mother sufficiently to make 
her forgetful of suffering, is a danger to mother 
and child, and has no advantage that is not 
met by the ordinary method of conducting labor 
with morphine in the preliminary stage, and an 
anesthetic and pituitrin during the secondary 


e. 
Watch your fetal heart during the whole 
process of labor, listening to it as often as once 
an hour. An increase in frequency of the fetal 
heart beat or a weakening of its force are neces- 
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sary indications for hurrying up the birth. An 
increase in frequency of the mother’s pulse is 
an indication of failure of her strength, which 
must be met in the same way. 

Often I only insert my finger into the vagina 
at my preliminary visit, to determine the condi- 
tion of the os. If I wish to assure myself of the 
descent of the head into the pelvis, I make a 
rectal examination. The less you expose your 
patient to the dangers of infection by frequent 
vaginal examinations, the freer from blame your 
mind will be if infection should oceur. 

Finally, the most important function of the 
accoucheur in a normal case is to render his pa- 
tient mental support and encouragement. I be- 
lieve we often fail to realize how much this 
means to our patients. Help nature, be ready 
to meet emergencies if they arise, but be careful 
not to interfere needlessly. Don’t try to hurry 
up the delivery to save your own time. 


Book Reviews. 


The Growth of Medicine from the Earliest 
Times to About 1800. By Ausert H. Buck, 
B.A., M.D. New Haven: Yale University 
Press. 1917. 


This volume is the first work published on the 
Williams Memorial Publication Fund, a founda- 
tion established on June 15, 1916, by a gift 
made to Yale University by Dr. George C. F. 
Williams of Hartford, in memory of his grand- 
father, William Chauncy Williams, and of his 
father, William Cook Williams. These three 
generations were all graduates of the Yale 
Medical School in 1822, 1850 and 1878, respect- 
ively. Dr. Buck’s work is a careful and schol- 
arly history of the development of medicine 
and is divided into three parts. The first, deal- 
ing with ancient medicine, is concerned with the 
remote Oriental origins of medicine, its growth 
at the dawn of history in Greece and its later 
evolution in the Greek and Roman world. The 
second part, dealing with medieval medicine, 
begins with the Byzantine period in the early 
Middle Ages, describes the Arabic renaissance 
and the progress of medicine in Europe during 
the epoch of the Crusades. The third part, 
dealing with medicine during the Italian renais- 
sance, summarizes the origins of modern medi- 
cine in anatomy, chemistry, and the clinical 
sciences, and brings the story of the develop- 
ment of medicine and surgery nearly to the 
close of the pre-anesthetic period. The work is 
illustrated with twenty-eight well-chosen plates, 
illustrative of epochal periods, and closes with 
a general index and with a list of more impor- 
tant authorities consulted, from Aristotle to the 
present time. The work is a valuable and 
delightfully written contribution to the science 
of medical history. 


Clinical Gynecology. By James C. Woop, A.M, 
M.D., F.A.C.S., ete. Philadelphia: Boericke 
& Tafel. 1917. 


This is a series of clinical lectures on gyneco. 
logical topics, nearly all of which are ‘‘ border. 
line subjects,’’ and therefore of interest to the 
internist as well as to the surgeon. The go. 
called conservative point of view as regards 
operation, characteristic of most homeopathists, 
is in evidence. Many points of practical value 
are to be noted in the commentary, while other 
considerations are necessarily limited in talks 
of this sort. There are, under each heading, 
homeopathic therapeutics, giving indications and 
remedies. 

The foreword, a brief apologia, is of more 
general interest. Hahnemann should be judged 
by the medical standards of his own day in 
order that what he did and represented may be 
appreciated more nearly at its true worth. There 
is considerable misunderstanding, even on the 
part of homeopathists, of Hahn ’s contribu- 
tions to the progress of scientific medicine. 


Cornell University Medical College. Studies 
from the Department of Physiology. No. 5. 
New York: Cornell University. 1917. 


This volume contains the fifth of a series of 
studies from the Cornell Department of Phy- 
siology. It is divided into two parts: the first, 
containing thirteen studies from the Department 
of Physiology ; the second, consisting of a dozen 
communications from the Russell Sage Institute 
of Pathology. The latter are wholly devoted 
to the subject of clinical calorimetry. The 
papers are well illustrated with charts and 
tables and constitute a useful contribution to 
physiological and pathological science. 


The Influence of Joy. By Grorce VAN Nese 
DearsorN. Boston: Little, Brown & Co. 
1916. 


This little book is written for popular use, 
and the writer, who is a well-known physiolo- 
gist, takes up in an interesting way the influ- 
ence of joy upon the bodily functions, a rela- 
tionship which lately has been much studied by 
physiologists, particularly Cannon. It must 
not be forgotten, however, that joy is only one 
of the emotions which influence the autonomic 
division of the nervous system; and important 
as we have learned the influence of joy to 
upon the functions of the body, as, for example, 
the digestion, muscle tone, circulation, and other 
organic functions, it should not be forgotten 
that the broad relation of the whole mental and 
social life of the individual is more than this one 
aspect, and that ‘‘pollyannaism’’ should not be 
earried too far into the field of physiology o 
medicine. 
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RE-EDUCATION OF THE WAR CRIPPLE. 


THE notion that the cripple is a helpless mem- 
ber of society and is to be pitied and maintained 
in idleness at the public cost, is gradually giv- 
ing place to a more rational conception that he 
may be fitted for some occupation by which he 
may become self-supporting and self-respecting. 
During the past two decades there has been a 
marked increase in the number of industrial em- 
ployees who have been crippled by accidents, es- 
pecially in the period before the advent of the 
Safety propaganda; and the study of the results 
obtained in the treatment of these cripples, and 
of those from the armies in Europe since 1914, 
has put us in a position to treat more intelligent- 
ly the war cripples who are soon to come to us 
from the battlefields of France. , 
The subject has been treated most understand- 
ingly in a recent pamphlet by Douglas C. Me- 
Murtrie, editor of the American Journal of Care 


of Cripples.* Germany was the first country 
to take an intelligent interest in the industrial 
cripples and the first to act in preparation to 
treat the cripples of the present war, the na- 
tional association in the interest of the deformed 
issuing a call to its members eight days after the 
outbreak of hostilities. France soon followed 
when the mayor of Lyons organized in that city 
a municipal training school for the mutilés de la 
guerre. In England the Incorporated Soldiers 
and Sailors Help Society—founded after the 
South African war—extended its activities. In 
Canada a federal commission began at once the 
establishment of convalescent homes and train- 
ing classes, and now the work has reached large 
proportions, and the results are surprisingly 
satisfactory. Italy and Russia made provision 
for their cripples during the early months of the 
war. It is America’s turn now. The Surgeon 
General of the Army has organized a depart- 
ment of military orthopedics, and Major Joel E. 
Goldthwait, M.R.C., of Boston, director of mili- 
tary orthopedics for the expeditionary forces, 


assachu- | has returned recently from a tour of inspection 


of French and English orthopedic hospitals, 
bringing the experience of those countries in 
re-education work. 

The economic rehabilitation of men disabled 


to|}in war is a matter of such vital moment, not 


only to the individual, but also to the state, that 
the problem merits a most careful study. The 
psychology of the recently crippled soldier must 
first be considered. He has been away from 
home a year or two—perhaps longer—and the 
military organization has relieved him of the 
routine responsibilities of the civilian; all the 
necessities of life have been provided automatic- 
ally; after his injury he has been cared for by 
the medical corps and the Red Cross, possibly 
by grateful civilians as well. Thus his initiative 
and sense of responsibility are deadened, his 
handicap, in the shape of the loss of a hand or 
a leg, is a severe discouragment, and the only 
bright feature in prospect is a prospective pen- 
sion. On getting home, no one seems to have 
any use for a cripple. The question that occu- 
pies his mind is apt to be how he can arrange his 
life in order to live on his pension. Ability to 
work might invalidate the pension. Therefore, 
why go through the difficult stages of trying to 
learn a new ocupation, only to have the small 
means of support made even smaller? In both 
France and Germany, the re-education of the 
* “The War Cripple,” Columbia University, New York, 1917. 
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war cripples was much retarded by this spirit, 
many men being unwilling to undertake train- 
ing—a voluntary matter, of course—and it was 
overcome by a statement from the government 
that the amount of the pension would be based, 
not on earning power, but on the degree of physi- 
eal disability. 

First, the state of mind must be looked into 
and the patient must have his initiative re- 
awakened and his ambition strengthened with 
his returning health and strength. Then comes the 
choice of trades—a most difficult matter. Some 
times it is better for the disabled man to enter 
a different trade from the one he followed pre- 
vious to his injury, even though he can manage 
to do the work. If an industry is on the wane or 
if it is a seasonal trade, in which, when orders 
are slack, the less skilled workmen or those not 
able to work full time are liable to lose their 
places, it is wise not to advise the cripple to en- 
ter it. <A large variety of trades is being taught 
to the war cripples abroad and it is not necessary 
to enumerate them here. The important point 
in fitting the man to the job is to look ahead 
and not get him into a place where the wages 
are abnormally high during favorable times—as 
in making war munitions—because of the great 
danger that he will be laid off or discouraged on 
the return of normal conditions. Training, if 
begun, should be thorough, and enough time 
given to it; and authorities agree that it is in- 
advisable to train a man for an occupation he 
can pursue only by the use of special apparatus, 
such as special treadles for a lathe or special 
shifting mechanism for a typewriter. 

The attitude of the public toward the re- 
turned soldier will do much to make or mar the 
success of work with war cripples. He should 
have the whole-hearted gratitude and respect 
of the community, but he should not be spoiled 
or pampered, as exemplified in ‘‘patriotie hys- 
teria’’ or ‘‘indiscriminate treating.’’ In the 
past there was difficulty in supporting the ecrip- 
ple during his course of training. The state 
now undertakes this and supplies artificial 
limbs, where necessary. It has been found that 
often cripples discard a complicated and expen- 
sive prosthetic artificial limb for daily use and, 
in the case of a false leg, use the ‘‘peg and 
bucket’’ leg, reserving the more elegant leg for 
Sundays and holidays. To avoid discourage- 
ment it is well to bear in mind that a stump 
shrinks after amputation, and it is not advisable 


to fit a permanent leg until after this shrinking 
has taken place; also, that the life of an arti- 
ficial limb is limited and that, eventually, it will 
need renewing, entailing further expense. 

Effective placement of the war cripple re. 
quires much experience and should not be han- 
dled in an opportunist manner. Disabled sol- 
diers should be regarded as a special class in the 
community, and the transition from a military 
to a civilian life directed with the greatest skill 
and patience, in order to do the best both for the 
individual and for the state. It is too broad a 
problem for physicians to solve unaided. To be 
brought to a successful issue it should have the 
coéperation of army surgeons, orthopedists, 
trade teachers, social workers, placement ex- 
perts, representatives of labor and employers. 

How much the state and how much private 
enterprise ought to be responsible for the sup- 
port and direction of the after-care of the war 
cripple, is as yet a debatable question. Theo- 
retically, the responsibility rests with the state, 
but the machinery of government generally 
works slowly, and if we may take the experi- 
ence of Canada as an example, there is a large 
place for the patriotic public to help, especially 
in the early stages of the war. 


AN OBSTETRIC NUMBER. 


THE issue of the JourNAL for March 30, 1916 
(Vol. elxxiv, No. 13), was published as a special 
obstetric number, dealing with two of the im- 
portant modern problems in obstetrics, namely, 
Caesarean section and obstetric anesthesia. The 
present issue of the JourRNAL is also published as 
an obstetric number, devoted largely to two 
other important problems of obstetric complica- 
tion,—hemorrhage and cardiac disease. 

The subject of obstetric hemorrhage is dealt 
with from slightly differing points of view by 
Dr. De Normandie and Dr. Titus, the latter re- 
stricting his consideration to hemorrhage com- 
plicating pregnancy. Dr. Kellogg’s paper, on 
chronic valvular heart disease in pregnancy 
labor, presents an elaborate clinical and statisti¢ 
study of the various conditions bearing upon 
this subject. He arrives at a series of carefully 
considered conclusions, and summarizes, in con- 
venient tabular form, his choice of method of 
treatment at differing stages of pregnancy and 
degrees of compensation or decompensation. Not 
all will agree in full with these conclusions, but 
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the paper deserves attentive study as a valuable 
and thoughtful summary and codification of the 
present knowledge and practice of treatment in 
this important group of cases. ' 

Dr. Cochrane’s paper presents a continuation 
of the consideration of Caesarean section in our 
first obstetric number. Dr. Twitchell’s paper on 
the management of labor is a convenient and 


 eompact summary of general obstetric practice. 


The particular attention of readers is directed 
to this number, which it is believed will be 
found of interest and profit, not merely to ob- 
stetric specialists, but as well to the general 
practitioners of medicine, by whom so large a 
proportion of the obstetric work is done in most 
communities. 


MEDICAL NOTES. 


MortTaLity OF MOTHERS IN CHILDBIRTH.—More 
than two and three-quarter million women of 
child-bearing age, namely, between 15 and 44 
years, are policy holders in the industrial de- 
partment of the Metropolitan Life Insurance 
Company. The largest number of them are 
wives and mothers. Among these women, 1,769 
deaths occurred during the year 1916 from dis- 
eases and conditions incident to childbirth. The 
statistics of these deaths, which are particularly 
complete and accurate, will be of interest to the 
medical profession, to health and social workers, 
and to the general public. | 

It is very gratifying to report a continued de- 
crease in the death rate in the year 1916 from 
the causes associated with childbirth. The num- 
ber of deaths was 70.1 per hundred thousand 
white female policyholders, ages 15 to 44, in 
1911, and 62.6 per hundred thousand in 1916; 
which is a decrease of 10.7%. Among colored 
Women of the same ages, the rate was 88.4 per 
hundred thousand in 1911 and was reduced to 
70.4 per hundred thousand in 1916—a drop of 
20.4%. In other words, the general conditions 
of mortality from the puerperal causes were 
practically the same among colored women in 
1916 as among white women only six years 
earlier. 

Childbirth fever or puerperal septicemia was 
the most important ofthe particular diseases 
and conditions responsible for this maternal mor- 
tality. This single cause of death was responsi- 
ble for 41% of the total deaths from puerperal 
conditions. Albuminuria and convulsions, asso- 
ciated with child-bearing, were responsible for 
29%, and the accidents of labor for 10%. Acei- 
dents of pregnaney, chiefly abortions and mis- 
carriages, caused 8% of the total, as did also 
puerperal) hemorrhage. \ 


SERUM FOR SNAKE Bites.—There is being pro- 
duced at the Seropathie Institute in Butantan, 
Brazil, a new antivenomous serum or antivenene 
which is efficacious against the bites of snakes, 
scorpions and venomous reptiles. The process 
of preparation: of the poison is as follows: A 
solution in salt water is made of dried cobra, 
rattlesnake and viper venom, which is so fatal 
that a dose of one-sixtieth of a grain per pound 
of rabbit would kill the creature in twenty min- 
utes. The final elaboration of the polyvalent 
serum is the result of years of work at the Pas- 
teur Institutes in Paris, Algiers and Kassauli, 
India. In the final process a horse is inoculated 
with 0.05 of a milligramme of dried cobra, viper 
and rattlesnake venom. After a short period 
the blood reacts to the stimulation of the poison 
and acquires a certain measure of immunity. 
Additional doses are given until, in about three 
months, the horse is able to endure a dose fifty 
times the lethal strength. Its blood has then ac- 
quired an immunity so great that an injection 
of three ounces of serum prepared from it is 
sufficient to cure a man suffering from the bite 
of a deadly reptile. 


Funp For CANCER ResEarcH.—By the will of 
the late Julian A. Heltman of New York, the 
Mt. Sinai Hospital is the recipient of a bequest 
of $100,000 to be used in research work in the 
hope of discovering a cure for cancer. 


AMERICAN Hospitat AssociaTION.—The nine- 
teenth annual convention of the American Hos- 
pital Association was held in Cleveland, Ohio, 
from September 11th to the 14th, inclusive. 
Among the speakers were representatives of the 
Red Cross, the office of the Surgeon General, the 
medical section of the National Defense Council 
and the League to Enforce Peace. 


PoLIOMYELITIS ORGANISM CONFIRMED.—An- 
nouncement is made that the efforts of Drs. 
George D. Heist, Myer Solis Cohen and John A. 
Kolmer at the laboratories of the Jewish Hos- 
pital at Philadelphia, have resulted in isolating 
the poliomyelitis germ and in confirming the in- 
vestigations made at the Rockefeller Institute 
by Dr. Simon Flexner. The work was done in 
the Mastbaum Research Laboratory, which was 
established at the Jewish Hospital by Jules E. 
Mastbaum after the epidemic of 1916, and in 
the McManes laboratory of experimental path- 
ology of the University of Pennsylvania. 


Mortatiry AMONG WAGE EARNERS IN 
THE UNriTep States.—The Metropolitan Life In- 
surance Company has recently completed a study 
of syicide as a cause of death among the indus- 
trial policy-holders of the company. According 
to this study, there has been a marked decrease 
in the death rate from suicide during the last 
few years. Among four million insured white 
males the number of suicides in 1916 was 620, 
or 15.3 per 100,000. In 1915, the rate was 19.6 
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per 100,000. The most frequent form of suicide 
among these white males was by firearms (31%). 
Among nearly five million white female policy- 
holders, there were 308 suicides in 1916, or 6.3 
deaths per 100,000 insured. In 1915, the rate 
was 7.5 per 100,000. Poisoning was the most 
usual method of suicide among the white females 
—more than one-third having been so accom- 
plished. 

The death rate from suicide among negro 
males is a little over one-half as high as among 
white males. In 1916, the rate was 8.2 per 100,- 
000 insured. Negro females show the very low- 
est rates of any of the groups studied. The rate 
was 3.4 per 100,000 in 1916, the total number 
of suicides being only 22 among over 650,000 
insured colored women. 

The figures show that suicide is more than 
twice as frequent as a cause of death among 
males than among females. This is true at all 
periods of life except at the ages 15 to 19. It is 
remarkable that the change from youth to adult 
life should disturb the mental life of females so 
much more than that of males. The same con- 
ditions are found to prevail among the white and 
the colored races. After early adolescence, the 
white female suicide rate remains practically 
stationary, never varying very much from about 
11 per 100,000. On the other hand, the white 
male suicide rate increases with each age period. 
The rate is highest at the ages 65 to 74, when it 
is over 80 per 100,000. Suicide is then a very 
common cause of death, nearly five times as pre- 
valent as at the age period 20 to 24. 


WAR NOTES. 


Report OF AMERICAN Rep Cross.—The war 
council of the American Red Cross has issued a 
detailed report of its expenditures since war with 
Germany was declared. It states that $12,000,000 
will have been expended for war relief in the first 
six months. More than $10,000,000 of this sum 
is being expended for the benefit of France. 
Other countries receiving relief are Russia, Rou- 
mania, Italy, Serbia, England and Armenia. 
The war council has sent to Europe five sepa- 
rate commissions, each composed of representa- 
tive Americans skilled in business administra- 
tion, in medical and surgical work, and in other 
lines. In France the Red Cross has assumed 
management of the war relief clearing house, 
the administration of the American Ambulance 
Hospital at Neuilly and the support of Dr. J. A. 
Blake’s American Hospital in Paris. It has 
allied with itself the American Surgical Dress- 
ings Committee which distributed in France in 
July 782,949 dressings among 435 hospitals. As 
for the American Army and Navy, the Red 
Cross is establishing field canteens for every 
corps of the Army, including the French Army. 
The war council regards it as an obligation to 
have available at all times a sufficient portion of 
its funds to enable it to perform any relief or 


emergency service for our own soldiers and sail- 
ors that may be needed. 


OPPORTUNITY FOR MEepIcAL WoMEN.—It is in- 
teresting to note in a recent report of the vener. 
able Queen Charlotte’s Lying-in Hospital, Lon- 
don, that women as well as men are eligible to 
appointment to the medical staff of the hospital 
and that the resident medical posts during the 
past year have been filled by women. i 
change of custom has been forced by reason of 
the heavy demand of the army on medical men. 
The hospital is also devoting its energies, as 
never before, to saving the children in order to 
offset, as far as possible, the ravages of war. 


AMBULANCES For Russta.—The American Red 
Cross is sending to Russia a shipment of one 
hundred twenty-five motor ambulances and 
automobiles for use behind the lines. Russia is 
sorely in need of vehicles of transportation for 
the wounded, there being only 6000 on the East- 
ern front, while in France, a line only one-third 
as long, there are 75,000 ambulances. The auto- 
mobiles being shipped will equip one army 
corps with five complete ambulance sections. 
They will be received by the Red Cross mission 
sent to Russia two months ago under Dr. Frank 
Billings, but will be turned over to the Russian 


Army to operate. 


CONSCRIPTION OF MepicaL Men.—The lack of 
doctors to fill the medical corps of the army is 
a matter of much concern to the War Depart- 
ment. Twenty-four thousand physicians are 
needed to conduct in a proper manner the medi- 
cal departments of the Army, and up to the 
present time less than fourteen tnousand are 
thus engaged. According to Major Codman of 
the United States Army, who has been conduct- 
ing a campaign for medical recruits in Maine, 
the Surgeon-General has under contemplation 
the plan of conscripting doctors between the 
ages of 21 and 31, until the necessary number 
is acquired. 

APPOINTMENT TO GENERAL PERSHING’S MEDI- 
caL StaFF.—It is reported that Dr. Eugene S$. 
Belisle of Worcester, Mass., a graduate of Clark 
College in 1912, has been appointed to the Medi- 
cal Corps of General Pershing’s force in France, 
with the rank of lieutenant. Dr. Belisle took up 
the study of medicine at Montpellier, France, 
and later served as interne at several 
hospitals. He was sent by the French Govern- 
ment to the High Alps Department to combat 
an epidemic of typhoid that was raging in five 
cities and towns. His uncle, Eugene L. 
is Unted States consul at Limoges, France. 


THE Deaconess HosprtaL at Concord, Mass., 
has offered to the Government the service of fif- 
teen beds to supplement the fifty beds a 
for wounded soldiers at the Boston Deaconess 
Hospital. The offer has been accepted by the 
Government. 
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ComM1I-sioN ON SoctaL INsuRANCE.—The Com- 
mission on Social Insurance of the Common- 
wealth of Massachusetts, appointed under Chap- 
ter 130 of the Resolves of 1917, will give a 
special hearing for physicians at the State 
House, Room 481, on Wednesday of next week, | 
Sept. 26th, at 10.30 a. m. Among the more | 
important questions to be taken up at this hear- 
ing are: 

1. Shall the State insure its citizen wage- 
earners! If so, 

2 What is the best scheme of insurance? | 

3. Is the cost of medical care and attention | 
beyond the reach of the ordinary workingman 
today. 


ing the work of preventive medicine ? 


It is hoped that a sufficient number of physi- 
cians will be present to ensure a lively, intelli- 
gent, and profitable discussion. 


War Retrer Funps.—On Sept. 14, the totals 
of the principal New England War relief funds 
reached the following amounts: 


French Wounded Fund ...... $252,306.82 
Armenian Fund ............ 226,841.08 


Surgical Dressings Fund .... 122,814.85 
French Orphanage Fund .... 120,668.10 


BOSTON AND MASSACHUSETTS. 


_ Tae Week’s Deatu Rate Boston.—Dur- 
ing the week ending Sept. 8, 1917, the number 
of deaths reported was 230 against 232 last year, 
with a rate of 15.53 against 15.91 last year. 
There were 66 deaths under one year of age, 
against 53 last year. 

The number of cases of principal reportable 
diseases were: diphtheria, 48; scarlet fever, 9; 
measles, 13; whooping cough, 18; typhoid fever, 
13; tubereulosis, 45. 

Included in the above were the following 
cases of non-residents: diphtheria, 3; scarlet 
fever, 5; typhoid fever, 5; tuberculosis, 5. 

Total deaths from these diseases were: diph- 
theria, 6; measles, 2; whooping cough, 3; typhoid 
fever, 3; tubereulosis, 22. 

Included in the above were the following non- 
residents: diphtheria, 1; tuberculosis, 2. 


SPRINGFIELD ACADEMY OF MEDICINE.—The first 
meeting of the year was held in the new rooms 
at 157%5 State Street, on Tuesday evening, 
September 11. An address was made by Dr 
Taven Emerson, Commissioner of Health, New 
York City, 


Dr. L. D. CHAptin, SECRETARY. 


WATER SUPPLY FoR BELCHERTOWN.—The state 
has at last succeeded in finding a satisfactory 
souree of water supply near Belchertown, where 
the proposed school for mental defectives or 
feeble-minded is to be located. 


THe ADMITTANCE OF WoMeEN TO 
MepicaL innovation of admitting 
women to Harvard Medical School is under ad- 
visement. Conditions brought about by the war, 
the ealling of prospective medical students to 
the army, and the increasing demand for doctors 
may result in Harvard Medical School following 
the eustom of Johns Hopkins Medical School and 
admitting women to its courses. While women 


have been admitted to post-graduate courses and 
4. To what extent are wage-earners able to. 
avail themselves of free clinies in the State? | 


5. How can the State aid further in extend-. 


have received degrees for work done therein, the 
degrees have been conferred by Radeliffe, the 
corporation of Harvard University not confer- 
ring degrees upon women, and it is by this means 
that women may enter the regular classes of the 
Medieal School. 


APPOINTMENT TO Boston Heauttu DeEpart- 
MENT.—Announcement is made of the appoint- 


‘ment of Dr. M. Victor Safford of the United 


States Public Health Service to the position of 
epidemiologist in the Boston Health Department. 
Dr. Safford is well known in Boston as head of 
the medical department of the immigration sta- 
tion in Boston Harbor, which position he has 
held since 1902, when he was sent here by the 
Government to organize the immigration work at 
this port. Dr. Safford is a graduate of Bowdoin 
Medieal School and has been connected with vari- 
ous New York hospitals. In 1896 he was ap- 
pointed surgeon at the Ellis Island Immigration 
Station and arranged on its present plan the 
system of inspection of immigrants. He was a 
member of the committee which devised the pres- 
ent system of statistics on immigration. During 
the past summer he has been on duty at the mili- 
tary cantonment at Columbia, 8S. C. A desire to 
settle in Boston permanently has induced Dr. 
Safford to leave government service. 


CONSERVATION.—The Department of 
Health of Massachusetts has appointed a com- 
mittee and has organized a campaign to stimu- 
late child conservation in this state. To this end 
Dr. A. J. McLaughlin called a meeting at the 
State House, attended by over a hundred people, 
and outlined the plans of the e ittee. He 
stated that the Department believed its efforts 
at saving lives of babies should take into account 
the extra-d°partmental agencies and these should 
be shown what they can do to coéperate with the 
Department towards making an intensive and 
comprehensive effort. The committee consists of 
Dr. David L. Edsall, chairman, Dr. William J. 
Gallivan, Dr. Lyman A. Jones, Dr. Fritz B. Tal- 
bot. Mrs. William H. Lothrop, Mrs. Nathaniel 
Thayer, Dr. Walter Fernald, William Healey, 
Miss Mary Beard and Dr. Robert L. De Nor- 
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The Massachusetts Medical Society, 


StaTep MEETING OF THE CounciL.—There will 
be a stated meeting of the Council of the Massa- 
chusetts Medical Society on Wednesday, Octo- 
ber 3, 1917, at 12 o’clock, noon, at John Ware 
Hall, Boston Medical Library, 8 The Fenway. 

W. L. Burraae, Secretary. 


NOTES FROM THE DISTRICT SOCIETIES. 
DIsTRICT CORRESPONDENTS. 


Bristol South, Epwtn D. Garpner, M.D., New Bedford. 
Esser North, T. N. Stone, M.D., Haverhill. 

Esser South, H. P. Bennett, M.D., Lynn. 
Hampden, LAvuRENcE D. Cnaptn, M.D., Springfield. 
Hampshire, E. E. THomas, M.D., Northampton. 


Worcester District Mepican Socirery.—A 
regular meeting was held Wednesday, September 
12, 1917, at G. A. R. Hall, Worcester, Mass. 

Dr. John Bapst Blake of Boston, Mass., ad- 
dressed the Society on ‘‘Some Medical Aspects 
of the War.”’ 

There are serving with the colors the following 
men from the Society: 

With the Army: Dr. Joseph O’Connor, Dr. 
Howard Beal, Dr. Edw. B. Bigelow, Dr. Frank 


W. George, Dr. Roger Kinnicutt, Dr. E. B. Sim-| began 


mons, Dr. William E. Denning, Dr. Willard Le- 
maire, Dr. James J. Goodwin, Dr. Chester C. 
Beckley, Dr. Roger Schofield, Dr. Merrick Lin- 
coln, Dr. George Lincoln, Dr. Edw. H. MacKay, 
Dr. E. S. Phelan, Dr. R. 8. Newton, Dr. William 
J. Fay, Dr. A. K. Yoosuf. 

With the Navy: Dr. Louis Johnson, Dr. Joseph 
Lannois. 

With the English Army: Dr. Kendall Emer- 
son, Dr. Oliver Stansfield. 

The Medical War Committee invites informa- 
tion to supplement or correct this list. Doctors 
joining the colors should notify the committee 
and indicate their wishes with regard to sharing 
the fees derived from their patients. 

Ernest L. Hunt, Secretary. 


BristoL NortH District MepicaL Socrery.— 
The fall meeting of this district will be held at 
The Tavern, Mansfield, Thursday, September 20, 
at 1.30 p.m. Dr. Lyman Asa Jones will be the 
principal speaker of the afternoon. 

Dr. Ralph [’ Dean has been appointed a visit- 
ing physician to Morton Hospital, Taunton. 

The following have enrolled in the Medical Re- 
serve Corps; A. J. MeGraw, J. L. Murphy, Taun- 
ton: B. M. Latham, Mansfield, all now at Fort 
Benjamin Harrison. W. F. Milot, P. J. O’Dea, 
Attleboro; E. S. Ward, North Attleboro; J. B. 
Sayles, Taunton. 


ArtTHurR R. CrRANDELL, M.D., 
District Correspondent 


HAMPSHIRE AND FRANKLIN 
—A joint meeting of the Hampshire and Frank. 
lin Medical Societies was held on Thursday, 
September 13, at 3.45 p.m., at Hotel Draper, 
Northampton. Dr. J. T. Bottomley addressed 
the meeting on ‘‘Control of Cancer.’’ 

Supper was served, and the rooms of the 
Northampton Club were open to members of the 
Societies. 

Dr. F. A. MILLeTT, Secretary, 


CONFERENCE OF THE SPECIAL COMMIs. 
SION ON SOCIAL INSURANCE, AT THE 
STATE HOUSE, AUG. 15, 1917. 


Mr. Frank F. Dresser of Worcester, counsel for 
the American Steel and Wire Co., addressed the 
Commission, and the following notes were taken: 

My own interest in Health Insurance came 
about in this way, and I will take the liberty of 
stating it because I find a good many people have 
been through the same experience. When the 
“Doten bill” was first proposed in the Legislature, 
about two years ago, I was required to know about 
it, and did look into it as well as I could in a very 
short time, and I objected to the bill on more or 
less superficial grounds, I guess. After that, | was 
asked by one of the trade associations to talk to 
them about the general subject, and that required 
some study, so I spent a good deal of last summer 
in trying to find out about it. 

After I had gone into the matter a little way, I 
to think it a wise proposal, a pretty good 
thing, and then I tried to apply it as a practical 
matter to the people it would have to deal with and 
to our industries; but the minute you got away from 
theoretical end and tried to tie it right down to 
your counting-room and the men you had to deal 
with, it looked very different; not only in cost, 
which I of course realize is very great, but in the 
ease or the possibility of handling it. Then it 
seemed to me worth while to see if it were possible 
to work out some scheme which would reach the re- 
sults, or approximate the results, and fit in a little 
better with our conditions. I attempted that and 
outlined it a little bit to this trade association, who 
thought there might be something in it, and com- 
mittees were appointed; various suggestions were 
made and beaten into shape and suggested to the 
conference in Washington. . 

The first point that struck me on the general 
proposition was this: Of course, it is desirable to 
prevent illness. We try to do that now, and that 

got to continue; and of course we know that 
people of small resources, the poverty-stricken 
or by no means well-to-do, have a greater incidence 
of illness than those who are better off, due to living 
conditions, ete., and it is desirable and highly de- 
sirable to work out some scheme to help them. How- 
ever, the bill and the foreign bills which that fol- 
lo do not reach more than a fraction of the 
persons whom you need to reach; it reaches only 
the person who gets a job and holds it. Now, that 
person has resources. But the person who is old 
and can no longer work, the person who is incompe- 
tent and can’t work, the person who is alcoholic or- 
what not and can’t hold a job, isn’t taken_care of ; 


and he isn’t taken care of anywhere—in England, 


-|in Germany, or anywhere else.. Nor is there any 


Bristol ArtHur R. Cranpewt, M.D., Taunton. 
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ical way outlined in any of these suggestions, 
at I am aware of, that reaches the who is 
self-employed and is carrying his own weight. It 
doesn’t reach the home worker, the journeyman, the 
little shop-keeper, the little farmer, persons who 
are in the same financial stratum, and yet, because 
they aren't employed, and because there is no way 
of gripping them personally and compelling 
to do something, aren’t taken care of. It leaves out 
a class that ought to have the benefits, such as they 
are, of this statute—the thousands of people who 
are running their own business and are getting very 
little out of it. And it does not take care of the 
paupers or derelicts, who are now being taken care 


of. 

The fact that it leaves out those classes of people 
is a serious defect, and it has the secondary result 
that those very classes have to pay the cost; they 
don’t get the benefit and do pay the cost, to a certain 
degree. Whatever contribution there is from the 
state or the city as an employer, or the state 
as a contributor, reaches those people to a certain 
degree; the rent has to bear a portion of that tax, 
and commodities a portion. The employer cannot 
shift much of the tax from himself because he is 
in competition with others; if his business is con- 
fined to Massachusetts, he can shift a good deal 
but he cannot if his business extends outside the 
state. There, however, is enough of the actual cost 
of the proposal which reaches the people who are 
not benefited by it but are contributing to it, so that 
it is not wise. You don’t want to compel the per- 
son on the poverty line to bear a new burden, es- 
pecially when he is not getting the benefit. 

Is there any way that can reach them, and what do 
you want to reach? You want, first, to make your 
living conditions better, whether they are living 
conditions in a tenement or living conditions in a 
mill. That is undoubted; and that is being done. 
The figures the last two years in New York and 
Massachusetts are extraordinary in the diminution 
of the death-rate ; and the diminution in the death- 
rate, too, is showing more progress in the cities than 
in the country towns. City life is healthier than 
country because of the sewers and water supply, 
the greater care and the knowledge of hygiene which 
gets scattered through the city schools and does not 
reach the country children. 

The other thing is that none of these people, 
whether they are employed or unemployed, whether 
they live in the city or in the country, whether they 
are well-to-do or not, get anywhere near the standard 
of medical care that ought to be given. The doctors 
themselves say that very frankly, and that is one of 
the great arguments for this sort of legislation. In 
some way the standard of medical service should be 
raised and brought closer to the people. It is true 
that the hospitals give it, and if a man is rich, he can 
buy it; but most of us who can’t afford specialists 
and aren’t charity cases are not apt to get it, and if 
+ could be brought about it would be a desirable 

g. 

Now, it struck me,—and I find that it seems not 
to be impracticable to many doctors with whom T 
have talked,—that some plan might be devised to 
organize the medical profession. It is an absolutely 
disorganized profession now—more disorganized 
than the legal profession. Every man starts out on his 
own hook and there is no co-operation or grouping 
of the different lines of knowledge that may have 
to foeus on any particular illness, outside of a hos- 
pital. There is one way that may be possible, but it 


is a pretty radical way; however, it is a possible 


way. 

We might establish throughout the State diag- 
nostic stations or clinics, or dispensaries, if you 
prefer to call so, each station being the centre 
of a definitely defined district and having its own 
staff of physicians, surgeons and consultants. All 


them | doctors should be required to be attached to the 


staff of one or another of these stations, the doctor 
selecting the one with which he wishes to be allied, 
but his practice would not be confined to that dis- 
trict. He might practise wherever he pleased, with 
the obligation only of reporting any disease that he 
attended to the district station where it occurred. 
Thus there would be compiled data in each station 
of the diseases and disease districts of the 
community which would form a _ foundation 
for preventive work. These records should be pro- 
perly guarded so that they would not be public. 
These stations, the management and regulation of 
them, should be under some authority, the State 
Board of Health, perhaps; and as all physicians 
should be required to be attached to the staffs, a 
physician not competent to be on the staff would not 
be permitted to practise anywhere, because, after all, 
the medical profession is a public profession and not 
a private business. It is an arm of the public 
health service and ought to be so considered and 
treated. 

Each of these stations could serve a community 
of about 40,000 persons; thus, in Worcester, say, 
there might be four such stations, some of them 
connected with existing hospitals, perhaps, the 
others separate establishments. 

The next thing would be, that these stations 
should be reasonably equipped with whatever is 
necessary to make proper diagnosis: Wassermann 
tests, urine tests, x-ray machines, ete. There 
should be a reasonably practical working library. 
They should have attached to them a pathologist 
who would have charge of the tests. Two men 
would be sufficient in a city like Worcester. Now 
a doctor with a case in the district of Station A 
will have there at his command, equipment and 
the means of knowledge that the chances are very 
great he has not in his own office. Because the 
illness is registered there and he is on the staff, 
there is a pretty strong inducement to avail him- 
self of those things; thus, his case is likely to have 
a little better knowledge brought to its care. 

Then the staffs of each station would do as a 
hospital staff does now: elect or appoint consult- 
ants; the eye man, the ear man, the surgeon for 
this, and the physician for that, who would go to 
the station at stated times and see there the cases 
that are brought in and referred to them by the 
attending physician. Whether I am rich or poor, 
my case is going to be recorded at that station. 
I know perfectly well that my physician is able 
to draw on any special knowledge for my particular 
illness. I can do one of two things: If I am will- 
ing to pay the price, I can have come to my house 
such specialists as my family physician thinks are 
necessary, and pay their bill. If I cannot pay the 
price, I can be taken to that station and have the 
advice there and pay a small fixed fee. I know 
I have to go at a certain time, but I can have the 
same specialized advice. (Referred to the Massa- 
chusetts General Hospital which has a clinic run on 
some such plan, where a fee of five dollars is paid.) 

The result of such an arrangement, co-operative 
between family physician and specialist at a fee 
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that could be paid, would be almost certainly, I 
think, an impulse to every physician to do his best 
work; it would create a sort of esprit de corps. A 
man couldn’t stay on a station and loaf on his job 
or fail to avail himself of its facilities. He would 
be a marked man. ; 

This doesn’t mean getting free medical care to 
any degree; the man who goes there pays some- 
thing for the advice of these specialists; he pays 
his doctor’s bills, and there is no attempt to fix 
his doctor's fee; but it would mean a wider know- 
ledge of the need of medical care, and the 
probability of getting better care. 

Also at these stations it would be entirely possi- 
ble to have one or two young doctors living there, 
to take care of the needy cases or of those who 
couldn’t pay in that district. In all of our cities 
the Private District Nursing Association does excel- 
lent work; their headquarters could be at these 
stations. The well-to-do districts might need only 
one district nurse; the poorer might need a dozen. 
This could be done in towns in precisely the same 
way, although there might be fewer specialists 
there; yet we have scattered through the state now 
pretty comfortable hospitals, in many of these 
towns, which have attached to their staff some of 
our best men. The cost of this proposal would be 
considerable and I have tried to reckon it out. It 
is, of course, a pretty uncertain job; but in talking 
it over with some hospital people to find out what 
the stations would require for equipment and for 
building (assuming that the state couldn't rent a 
suitable place; it need not be large; it would have 
no beds or anything of that sort), I should 
estimate it would cost about one and a half million 
dollars to establish these stations. That seems a 
pretty large sum, but it covers the whole com- 
munity. I feel fairly certain that that would per- 
haps be the outside, but it might be two million. It 
doesn’t make much difference for the argument. 

Then there would be the upkeep: the janitor, the 
pathologist, one or two salaried physicians who 
might be attached to the station for a year or two, 
and then set up for themselves; that would proba- 
bly come to one or two million a year. But whether 
these are big sums or not, when you compare them 
with what any scheme of health insurance would 
cost the state, they are small. I believe the state 
was expected to contribute about seven million year- 
ly for its share of the health insurance scheme. If 
it were four million or ten million, it does not 
make any difference; you can get this medical busi- 
ness for much less. 

And in such a scheme, what are you getting? 
You are getting good medical attention for every- 
body in the commonwealth: rich or poor, employed 
or self-employed, or unemployed. It is simply ex- 
tending the matter of guarding our public health 
a step further. There wouldn’t be any objection 
to that from the public, I should suppose. How far 
there would be any objection from the doctors you 
can't tell. T talked to a lot of them last winter and 
opened up the subject a little bit, and twelve or 
fifteen came round afterward and said they thought 
it had the germs of success in it: it was what 
ought to happen. One man said, “T have been try- 
ing to work that out in a little town, and it is 
working out pretty well; all are working together.” 
It does not seem to be entirely impractical from 
the physician’s standpoint. I saw a good many dif- 
ferent persons who were engaged in industrial 
work: heads of industrial departments, manufac- 


turers or their representatives, and they felt it 
would be a desirable sort of thing from the mil] 
standpoint. -_We are going to have, in a very few 
months, a considerable amount of data from this 
draft. It will be interesting to see the type of dis- 
abilities that it will show—slight defects probably; 
that is, the majority of defects can be taken care 
of: the teeth; ordinary rules of living; a lot of 
them are under weight because they aren’t fed de- 
cently; they have enough food but don’t get the 
right kind. Knowledge about these things will 
cure a good deal of that difficulty, hereafter, and 
having these stations right at your door, with a 
knowledge of what they can do through good dis- 
trict nurses, and their doctors, and the fact that 
every doctor is on the staff, will bring health home 
as being a practical thing. 

Of course, this doesnt help the person who is sick, 
except in the matter of care. It isn’t replacing any 
wages at all, and to a certain degree lost earnings 
should be replaced, if they can, on any sound in- 
surance and social basis. Massachusetts is the 
only state which compensates for industrial dis- 
eases; there is not another state in the Union that 
does it. Most of the states that have a workmen’s 
compensation act specifically exclude disease; those 
that don’t have been construed to exclude 
it, with the exception of the Massachusetts 
Act. I think there are four states where the ques- 
tion has not arisen. under our compensation 
law, as it stands today, and as it always will stand 
and always should stand, the employer is paying 
compensation for the disease which his employment 
or his industry causes. Now, I think that is en- 
tirely right; I doubt if the Court properly con- 
strued the intent of our Act, but the principle is 
sound. So far, then, as industrial disease is con- 
cerned, we have now insurance for the man who 
holds a job and gets sick at his job. That 
isn’t a very great relief; it is. to some degree. There 
are now 26 or 30 diseases that it is agreed come 
from industry, but there are any number of dis- 
eases—the great majority of diseases—that have 
nothing to do with industry. When a man gets tu- 
berculosis, it may be that he is living under condi- 
tions that may make him more susceptible to it; 
but if it is true that the conditions of his employ- 
ment aggravate or accentuate a latent tuberculosis, 
then he gets his compensation today. But the ma- 
jority of diseases we are liable to are not occupa- 
tional diseases. 

There is a fairly good way of reaching the em- 
ployed men. The industrial physician has been in 
existence now for about six years. He can do 
more to get a workman well than anybody else. In 
a company in Worcester, every man is examined; 
he has a hernia, perhaps, or some defect that can 
be remedied readily; he is told about it and advised 
to have it remedied; and they very frequently do. 
Suppose a man comes in who is not a very rug 
chap. They find out what his condition is and 
then say, perhaps, that he ought not to be subjected 
to the dust that is necessarily in some rooms; 
so they don’t put him on that particular work, but 
put him somewhere else. The result is that the men 
are sent to the job they can handle with the least 
risk. If there is any doubt, the man is re-exam- 
ined and shifted to another part of the works. 
Take a man with heart difficulty, for instance; 
there are a thousand things such a man can d¢ 
and there are other things that would kill him if 
he attempted to do them. 
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Then in that particular mill, if a fellow is sick, 
feels a touch of the grippe, or something of that 
sort. he goes down to the mill hospital, or to one 
of the stations seattered through the mill, and finds 
out what the matter is. If he has a temperature, 
he is told about it and is given some medicine, if 
necessary, or told to go home and stay there two 
or three days, or he is sent to his own doctor. They 
don’t have a half-sick man at work. 

The result is perfectly definite: The sickness ab- 
sence has been reduced through the last few years; 
the company is getting more work from the em- 
ployees; and the employee is getting more money 
from the company, and is getting better care. I 
will go so far as to say that that sort of thing 
should be required. I don’t see any real reason 
why it isn’t theoretically perfectly sound to require 
it. There is no real objection to it from any in- 
dustrial or legal standpoint. They now require 
mills to have first-aid outfits; it is merely an ex- 
tension of what the companies are doing them- 
selves, or through their insurance companies, in the 
ease of accidents. If it is not required, the more 
progressive mills will do it themselves. The small- 
er mills may group together and get a doctor who 
goes round from one mill to another. It is a new 
field for taking care of employed men and seeing 
that they are not getting into trouble. Information 
about industrial health hazards can come and is 
coming from federal and state boards. Our own 
is doing a good deal; Ohio is doing a great deal; 
the Federal Board of Health is doing a lot. That 
sort of thing can be taught to employers, and be 
reinforced by statute if necessary. 

Now as to the cost of this industrial physician. It 
probably is not going to cost the manufacturer 
much more to do it than he would have to pay 
out in bookkeeping, under the health insurance pro- 
posal, in dollars and cents. The English investi- 
gation shows that to carry the record of the in- 
sured people requires one clerk to every 500 em- 
ployees. Here it is a little more complicated than 
in England because it is based on a proportion of 
the wage instead of a flat rate. I took the matter 
up with a chief clerk, who would have to establish 
the system in a mill, and asked him what it would 
cost to do the work in that particular mill. At 
the end of two weeks he said he thought he could 
get it done for about $12,000 a year but he wasn’t 
quite certain, and that it would delay considerably 
making up the payroll; he said if the payroll still 
had to be made up promptly as it is now, it would 
cost a good deal more than that. If it were run 
through the commonwealth, there would be a con- 
siderable sum of money which the employers would 
have to pay (something over a million dollars), 
merely for bookkeeping, and T would like to see 
that sum diverted to the more practical purpose 
of taking care of sickness in the mill. Tt would 
not cost much more. 

Now, as to the question of insurance: Tt {s al- 
most impossible, in any way that I have heard of 
or can think of, to reach the ynemployed man; to 
reach him and compel him; and it is almost im- 
possible to reach and compel the seft-employed man. 
The reason the employer is brought in at all is be- 
cause of the need of a tax-collector; he is the ma- 
chinery for getting the premiums. re are 0 
reasons but that is the chief of them. 

So far as the unemployed man or self-employed 
man is concerned, sickness insurance must be left 
to education and the man’s thrift and not be ob- 


‘tained by compulsion. The employed man can be 
compelled to insure if that is wise. It seems to me 
that if we can induce employers, by statute or 
otherwise, to look more closely after the illness 
of their employees and to eliminate harmful health 
conditions from store and factory; to compensate, 
as we already do, sickness arising out of the employ- 
ment; and finally, through the diagnostic stations 
I have mentioned, to provide for earlier and better 
medical care and thus prevent or alleviate the ill- 
ness loss for everybody, then with these things 
under way it might be practicable to consider 
sickness insurance, and the insurance in such cir- 
cumstances should be managed and paid for by 
the employed themselves, with the State super- 
vising and assuming the actuarial expense. That is 


the  eeoua and self-respecting way for all con- 


cern 

None of us like to be docketed and tagged and 
scrutinized; we prefer to handle our own business. 
So far as the American Federation of Labor has 
gone into this question, they are not yet in favor 
of it; I doubt if they will ever be in favor of it. I 
doubt if any of us would be in favor of saying we 
have got to have our pay envelope opened and so 
much taken out; that we have got to have some 
doctor whom we don’t r with very little 
choice about it—overhaul us, and we have got to be 
pretty well watched. I don’t think it would work 
here. It does work in Germany. Nobody knows 
yet whether it works in England; it has been run- 
ning there too short a time and we can’t rely on 
the data. All our data come from Germany; we 
don’t get a single thing from all the other countries: 
none from Norway, Russia, Servia. You cannot 
tell anything from the Austrian data; in using 
the German data, we must remember that they are 
based on the first thirteen weeks, which include acci- 
dents as well as sickness, to the cost of which em- 
ployees contribute substantially. 

Mr. Morss: Do you know whether in Switzerland 
the law has been passed or not? 

Ans.: I don’t at this moment. The data as to 
what laws have been passed and what became 
effective before the war, can be gotten from Mr. P. 
Tecumseh Sherman, a lawyer of New York City. 

Mr. Morss: Referring to the Norton Co: As T 
understand their medical service, they offer free 
attendance to men going to the office. They encour- 
age a man and almost force him to go if he is under 
the weather; and they really will treat him as 
long as he will go there; they will give him neces- 
sary medical advice. How much greater step 
would there be if they treated him at home, too? 

Ans.: The difficulty is that you are then tread- 
ing on the toes of, and making inroads on, other 
physicians, and that isn’t quite fair. If, however, 
this station scheme were carried out, the man 
would be referred to the station in the district in 
which he lives, and it would be absolutely certain 
that he got care there. 

Mr. Morss: Aside from the question of fairness 
to other physicians, otherwise, would it be a great 
step financially to e care of the men at home? 

Ans.: It would cost considerably more. 

Mr. Morss: Isn’t it the point of view of the 
Norton Company that they are in this thing for 


ther | their own benefit ? 


Ans.: It started in two ways: First the doctor 
took care of accidents; then the doctor who is in 
charge of that matter, who is an extremely able per- 
son, urged upon the officials that this matter of treat- 


917 
it 
nil] 
few 
his 
lis- 
ly ; 
are 
of 
de- 
the 
vill 
ind 
a 
is- 
hat 
ck, | 
ny 
in- 
the 
lis- | 
at 
n’s | 
OSE 
ide | 
tts 
| 
on | 
nd | 
ng 
ent | 
me | 
omn- 
is 
A 
ho | 
at | 
ore | 
e 
is- 
ive | 
| 
di- | 
it; | 
| 
318, | 
~ | 
| 
m- 
in | 
do | 
In 
an 
ed 
10. 
ed 
nd 
ed 
8; 
en 
ist 
10. 
if 


432 


BOSTON MEDICAL AND SURGICAL JOURNAL 


20, 1917 


ing illness be undertaken. They finally did it purely 
as an experiment, and that experiment has paid. You 
can’t say that they get their investment back more 
or less because you can’t always tell, but you do 
find that there is less absence from the mill on 
account of illness; because of that, the employ- 
er benefits, and that is the argument that is used 
to sustain the health insurance proposal. That is 
perfectly sound, but there is no special harm in 
allowing the employer to benefit if the employee 
benefits, and he does because he is losing fewer 
sick days and the consequent loss of wages. If he 
can work 365 days, well and good; it certainly is 
to his advantage. 

Mr. Morss: Isn’t it a fact that philanthropy 
which doesn’t pay gets down to straight ye 
My point is that this is an experiment with 
Norton Company but that they are getting out even. 

Ans.: They must be getting out on it more than 
even, I should suppose. 

. Morss: Are the American Steel and Wire 
doing this? 

Ans.: They can’t yet see their way clear to take 
care of the illness. They do take care of accidents; 
they have a hospital and take care of the men 
until they get back to work. They have district 
nurses going to the homes. But as a definite 
scheme for watching illness, they have not under- 
taken it. 

Mr. Morss: Do the medical fraternity in Wor- 
cester object to the Norton Company treating their 
men at the plant? 

Ans.: I wouldn’t say that they did, although 
I have heard that individual doctors objected. 

Mr. Morss: The General Electric Co. doesn’t 
treat their men for illness because they are afraid 
of interfering with the Lynn doctors. 

Ans.: You get the same difficulty that you get 
in health insurance. I might like to have my own 
doctor take care of me. I don’t know that I should 
like to have some mill doctor come to my house 
and run that little sickness of mine. I might pre- 
fer my own doctor. 

Mr. Morss: You wouldn’t object to the privi- 
lege of calling him? 

Ans.: No, but you get to the point where the 
sick person’s rights are imposed upon, and you do 
get to where it is unfair to the regular physicians. 
TI should never advise going outside of the mills at 
the present state of affairs. 

Mr. Morss: You have nearly covered the health 
insurance scheme; all that last year’s law brought 
out, you have covered. You have arranged for a 
good deal of medical service by the state; you have 
offered mill dispensary service; and you have an- 
swered the point which I brought out concerning 
out-patient work. Then you propose that the 
employees shall insure themselves. I have had 
this worked out on a theory based on the idea that 
the state ought not to have anything to do with any 
insurance funds; that the state should be confined 
to furnishing definite medical service; that accord- 
ing to the German figures, it wouldn’t be very 
far wrong to say that the medical attendance would 
be about 50 and the insurance would be about 50. 

Ans.: It would not be very far wrong...... My 
suggestion that the state should have actuarial 
supervision is no different in theory than what they 
are now doing with life insurance or compensation. 
No insurance company can write a risk without 
having the insurance department of the state O. K. 
the rate. No health insurance association should 


— any risk without having that rate fixed by the 
state. 

Mr. Morss: If you would get the employer 
and employee together and it should prove 50-50, 
the trouble would be malingering. I am very 
much impressed at the cheapness with which this 
is being handled by mutual benefit associations run 
by _ employees, because they don’t pay their 

ives. 

Ans.: Some mutual benefit societies are having 
trouble; I know of two, one in the West and one 
in Connecticut, which were very carefully framed. 
The Western one they thought would have to be 
given up because the expense was outrunning 
their estimate. The one in Connecticut is going to 
be rather sharply revised. 

Mr. Morss: The one in the General Electric 
Co. is financially sound and shows what you can 
do if you run it properly. 

You are beginning to run against the doctors. 
I have found that the doctors are about as con- 
servative as any other sort of people, and the only 
way to run the doctors is to get some leaders to tell 
them where to get off. The only hope for working 
out medical attendance is to get the doctors to do it 
for you. Do you know any prominent doctors who 
are favorable to it and would take hold of it? How 
does C——think about it 

Ans.: I have not talked with C—— but I have 

and 


talked with B , V—, G—., and C—., 
with the head of a railroad medical system. If 
there is anything in it and if your committee has 
the least idea that such a thing would be possible 
now, the only way would be, to get the leaders in the 
state to say whether they think it can be worked out. 
Most of the doctors are pretty much opposed to it, as 
it stands. 

Mr. Morss: You have encouraged me more than 
anyone else to favor the possibility of a scheme for 
health insurance. You have objected to the law as 
proposed, but I have never seen anybody in favor 
of the law as proposed. 

Ans.: You have to start with perfectly well- 
known conditions and find out how far we can 
approximate relief. We may not be able to go the 
whole distance at once, but there is some way out 
that will work. There is no doubt about it. I don’t 
say that anything I have suggested is a practicable 
suggestion, but it is along the lines of progress. 

Mr. Morss: I want to see something done. In 
studying over the situation, I think the Norton Co. 
is putting it over me, and ten years from now I 
can’t afford to be behind. It seems to be a question 
of mill administration. It makes no difference if 
they break even. 

It is perfectly possible today to lay down 
some principles of mill hygiene, just as principles of 
mill construction, and they are equally sound a 

equally profitable in product, and the manufacturer 
who follows those lines is going to get ahead, and 
the others fall behind, because you have to take in 
the human element of production more than ever. 

Mr. Dresser: Of course I don’t think that the 
manufacturer is to a very great degree responsible 
for illness, so that a plan such as you suggest 0 
50-50 charge between the workman and the em- 
ployer isn’t a fair adjustment of the cost in the 
community. The man who gets his income out of 
slum tenements, and who is in that business, is doing 
more to injure the health of that particular com- 
munity, than any manufacturer. 

Mr. Morss: Isn’t it true, that no successful 
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manufacturer puts his workmen in worse quarters, 
eee Bry quarters, during the day as they are in 
at night: 

pe I think that is true. Tuberculosis comes 
from the slums, in the dark, dank tenements; 

neumonia doesn’t come in a mill; nor typhoid. 
f you speak of responsibility for disease, it seems 
to me the only fair thing is to try to find and reach 
the responsible party and, if there is to be a con- 
tribution among groups, take the responsible groups. 
Instead of making a division between the employer 
and employee, it would be more nearly fair to make 
it between the employer, the landlord, and the 
employee; or possibly between the employer, the 
landlord, and the backward community. Our towns 
and small cities don’t spend much time or money on 
health matters. 

Committee: Take your mill in Worcester: 
Those men are probably making on an average of 
$20 a week or more. If a man gets sick because of 
the place he lives in, or the way he lives, or the 
things he eats, I don’t see how we can justify our- 
selves by compelling the employer (who may be get- 
ting about half a dollar a day profit out of the man) 
to pay fifty per cent. of the expense. 

Ans.: I don’t think we can. My whole prop- 
osition turns on “rendering unto Caesar the things 
that are Caesar’s.” I want the employer to pay for 
what he causes and that only. I entirely approve 
of the workmen’s compensation for that reason. 

ComMiITTEE: Does it change the whole proposition 
if you open these dispensaries to the community? 
It would take care of those who are earning twenty 
dollars or less a week. There would be a certain 
portion of the community who ought to pay their 
doctor and wouldn’t. 

Ans.: Those people would be very shortly dis- 
covered. The station staffs would attend to them. 
The physician would lose less money than he does 
no 


w. 

CuamMan: In the matter of the stations of 
which you speak: they would be established by the 
state and be under the supervision of the State 
Board of Health? 

Ans.: Yes. I think we want to make certain 
there are these places, and with proper and reason- 
able regulations, and we want to interfere with the 

tor’s practice and fees among his people, and 
the patient’s calling on the doctor that he chooses, 
as little as possible; and that, I think, can be worked 
out. Then you have got to rely for its highest 
success on profession itself, and you can rely 
on that in this state. The standards of the profes- 
sion are pretty high, and where you have got 
every man in it (the man who is a great surgeon 
in his community, or the one who is ambitious to 
make a name) going to these clinics: at Station 
A from 2 to 3 on Monday, or Station B from 3 to 
4, you will get an influence ugh such association 
and ideals which will be very extraordinary, I think. 
I don’t think this too wild a statement. I know 
what opportunities for such intercourse mean to 
young men in other professions. 

Cuamman: I have found a many i- 
cians who find fault with the establishment of dis- 
pensaries in our cities because it interferes with 

ir practice to a certain extent. 

Ans.: Physicians who are not on hospital staffs 
feel it, but with this scheme that would be changed. 
If a man is competent to practice, he will be on the 
staff; if he is not competent to practice, he won’t 
practice at all. 


Mr. Morss: Even assuming from your stand- 
point that we are going to have a health insurance 
along the general line indicated, would that in 
any way do away with the necessity of these sta- 
tions which you s t? Would the stations be 
the primary way of solving the medical problem 
anyway ¢ 

Ans.: I think it could be worked into the bill 
as it has been proposed, or could stand alone. In 
any event something of the sort is desirable for 
public and doctors alike. 

Mr. Morss: If we are going to have health in- 
surance, we would really need stations? How 
is the most efficient way to work up this suggestion 
of yours? Whether we have insurance following 
it is a question. If we could get stations es- 
tablished in the course of a year or two, it might be 
the first step to health insurance. Can’t you outline 
a concrete way to get those stations? 

Ans: It hinges on the medical service; your 
medical service is the very foundation stone. It 
could be worked out; any plan of insurance might 
be built up on it. It would be perfectly possible 
for an insu man by showing his card to get 
free medical attendance, etc., or pay him more and 
require him to buy it. A way to get at it I should 
think would be to get some of the 15 or 20 physi- 
cians who are interested in this matter and who are 
quite influential in their profession, and talk it over. 
They will see the troubles and the advantages that 
the layman cannot see. If they believe in it I 
think it will sound reasonable to the public. 

Mr. Morss: Dr C——— sstarted in, I judged, 
quite favorable to the whole idea of health insur- 
ance, and now he has thrown up his hands and says 
they ought not to touch the medical end at all, be- 
cause it is impossible to touch it. He says: “If you 
are going to have health insurance, have the insur- 
ance and leave out the medical end.” I think that is 
the last thing we want. 

Ans.: You can’t find that the doctors that are 
in favor of the Labor Association bill, go very far 
into the detail; they make very wild assumptions. 
Dr. L——— is a good man who has been interested 
in it, but it seems to me, as I read what he says, 
that he has to make a good many assumptions that 
the thing will work. It has not worked in Ger- 
many. They are always having strikes among the 
doctors; they can’t work out a fair scheme of so 
much per visit or so much per head. It doesn’t 
work in England. You have got to work out some 
plan that will keep alive the doctor’s instinct to do 
his best work in his profession, that will preserve 
his ambition to make a name for himself in his 
profession and to get a fair return, and the 
man scheme and the English scheme don’t accom- 
plish that. I think this suggestion will come closer 
to it. 

Mr. Greenwoop: Don’t you think this same 
amount of money spent in better wages and in edu- 
cation would make about as much progress as what 
we are trying to do along custodial lines? 

Ans: More, I think. What has happened in the 
last few years is very extraordinary. I have been 
told that today the United States stands at the 
head of preventive medicine. I don’t know whether 
that is so, but it is a very extraordinary thing that 
typhoid has been stamped out to such an extent. 
We have just as good record in Massachusetts as 
they have in Germany. We have our clean milk 
stations and are teaching the mothers in our cities 
how to take care of their children; clean milk is 
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one thing which is reducing infant mortality. We 
are beginning to control many diseases. 

Mr. McLaventn: Following out the lines you 
are suggesting, it seems to me that to be successful 
such a scheme would have to have the moral sup- 
port of all the people. You speak of keeping records 
at public clinics: name, address, ete., and the na- 
ture of the disease. It has always been my experi- 
ence that anybody who is sick doesn’t want any- 
body else to know he is sick. No one has any use 
for a sick man. A degenerative disease a man is 
particularly secretive about; if you caught it in the 
early stages, you might be able to help him; but 
if he thought a public record. were going to 
made of it, he would delay going and you 
have more disease. 

Ans.: did not mean that there should be 
any public records. Of course it is impossible that 
people should be required to have their history 
spread where the public would know about it; no- 
body would agree to that. Some method could be 
devised where such matters would be secret, and 
wouldn’t be open to anybody whose business did 
not require him to see them. That would have to 
be very sharply guarded against, and | think it 
can be. That is one of the difficulties: we are 
dealing with a man’s personal affairs; but I think 
it can be taken care of. 

Mr. McLaventuw: In talking with physicians, 
have you met many of them that claim that a 
great many of the physical troubles come from the 
teeth? (Ans.: Yes.) am interested because I 
tried to have dental clinics established in Boston. 
It was opposed by the leading dentists and the 
leading institutions, who thought that it infringed 
upon their sacred grounds. 

Ans.: Anything of that sort could be taken care 
of in the plan I suggest. The school physicians are 
doing good work in that line. 

Mr. McLaventws: How would you take the ini- 
tial step of organizing the physicians in the state,— 
the homeopaths, allopaths, etc., so that one set would 
work in conjunction with the other? 

Ans.: In the tirst place, I would try to see 
whether the plan was a sound plan by consulting 
with persons who would be willing to look into it 
and work it out. If it is sound and can be sup- 
ported by argument, then say the physicians 
would have to submit to it.... I should make no 
distinction in the schools of medicine; get rid of 
quacks, of course, but I guess the different schools 
are working in closer harmony than used to be the 
case and J see no reason why they should not get 
on all right under this plan; they are essentially 
publie servants, just as lawyers are, and what the 
state says, they have got to do. 

Mr. Morss: You have worked it out in more 
detail the last few months? 

Ans.: Yes, because I have heard more about it, 
but T have gone as far as I am competent to go. 
T talked it over with some of my doctor friends and 
found they did not think it a foolish suggestion. 
About the time it occurred to me the Massachu- 
setts General Hospital established their clinie, a 
New York hospital established one, there was an 
editorial on the subject in a Cleveland or Cincin- 
nati paper, and T ran across a man from Baltimore 
who said they were working on some such scheme, 
in connection with the milk stations. Tt is curious 


that it should have so shortly risen in various per- 
sons’ minds; it makes me think there is something 
in it. 


Mr. Coiuins: Mr. Dresser is the first one who 
has seemed to be in sympathy with the fact that if 
the state has anything to do with the thing, the 
man who works for himself will not be helped. 

Ans.: We get our minds so entangled with the 
employer that we forget that there are a number of 
people who are neither employers nor employees but 
who have to pay the bills. 

Committee: It is a great problem to know who 
our employees are. 

ns.: He is an employee while he is in the mil] 
In the course of a year, a mill may have to hire 
500 men to keep up a force of 100, because of con- 
stant changes among the workmen. Every single one 
of those men has got to be treated if he is there 
for two hours only, on exactly the same basis as if 
he had been there 20 vears. 


RECENT DEATHS, 


FLoyp Jounx Hoper, M.D... of Florence, Mass., died 
on August 22, 1917, at Plainfield, Mass., where he had 
been endeavoring to recuperate from an illness suf- 
fered about a year ago. Dr. Hodge was born in 
Townsville, N. Y.. and was graduated from Baltimore 
Medical College in 1908. He served for a year as 
interne in a hospital at Passaic, N. J., and then began 
practice in Florence. With the exception of a year 
spent in West Stockbridge, Dr. Hodge remained” in 
practice in this town until obliged to give up his work 
because of ill health. He is survived by his widow, 
four children and his parents. 


Puitire W. T. Moxom, M.D., of Brooklyn, N. Y., died 
by his own hand, in a period of mental illness, about 
the first of September. Dr. Moxom was born Novem- 
ber 24, 1874, at Hickory Corners, Barry County, Mich., 
and was educated at Boston Latin School and Brown 
University. He received his medical degree at Har- 
vard Medical School and began practice at Newton, 
Mass. He soon removed to Brooklyn, N. Y., and had 
been actively engaged there up to a short time ago. 
His health broke down from overwork during the polio- 
myelitis epidemic in that city during the summer of 
1916 and he failed to recuperate. He left his practice 
to come to the home of his father in Springfield, Mass., 
early in the summer. In a period of depression he dis- 
appeared, and his body was found some days later in 


the woods near his house. He leaves a widow, his par- 
ents, two brothers and a sister. 


Davip McIntyre, M.D., 59, died at his home in 
Dorchester, September 2, 1917. He was born 
Prince Edward Island, Mareh 1, 1858, was educated 
at St. Dunstan’s College and at New York Univer- 
sity Medical School, where he took his M.D., in 1886. 
Moving to Boston in 1886, he opened an office in 
South Boston, practised there for some fourteen 
years and moved to Dorchester. He had been a 
Fellow of the Massachusetts Medical Society from 
the beginning of his practice. He leaves a widow, 
two sons and a daughter. 


PRAMATH NatH Roy, M.D., died at his home in 
Charlestown, Sept. 5, 1917, of heart disease. He was 
born in Bengal, India, in 1859, graduated from Glas 
gow University in 1885, married Caroline Forsyth 
Brown in Aberdeen in 1888, and settled in Charles- 
town. For some time he was surgeon to the Allap 
4 of transatlantic steamers. He is survived by his 
widow. 


